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“... routine preoperative medication” 


to 
control 
bleeding 


", . . since (November 1953) Adrenosem has been used preoperatively to reduce 
bleeding from all otolaryngologic and broncho-esophagologic procedures, to treat 
postoperative hemorrhage from the tonsil and adenoid regions, 

and to treat selected cases of epistaxis.” 

“Adrenosem is therefore specific for conditions characterized by capillary 
permeability. It checks bleeding from a broad capillary bed by causing a correction 
of excessive permeability and an increase in capillary resistance.’”? 


“No single case of toxicity was observed in this study.” 


SALICYLATE 


(BRAND OF CARBAZOCHROME SALICYLATE) 


Indicated preoperatively and postoperatively to control bleeding associated with: 
Tonsillectomy, adenoidectomy an nasopharynx surgery 

Prostatic and bladder surgery | 

Dental surgery 

Chest surgery and chronic pulmonary bleeding 

Uterine bleeding and postpartum hemorrhage 

Also: Idiopathic purpura, retinal hemorrhage, familial telangiectasia, epistaxis, hematuria 


Supplied in ampuls, oral tablets and syrup. Send for detailed literature. 


lL. Owings, C.B.: The Control of Postoperative Bleeding with Adrenosem, Laryngoscope, 

55:31 (January) 1955. 

2. Peele, J.C.: Adrenosem in the Control of Hemorrhage from the Nose and Throat, A.M.A. Arch. 
of Otvolaryng, 612450 (April) 1955. 

3. Riddle, A.C., Jr.: Adrenosem Salicylate: A Systemic Hemostat, Oral Surg., Oral Med., Oral 
Path. In press. | 
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CARDIAC EDEMA 


GLAUCOMA 


EPILEPSY 


now benefited by 


Acetazolamide Lederie 


DIAMOX has proved to be a very effective, safe, and convenient 
oral diuretic for use in controlling cardiac edema. In fact it is now 
the most widely prescribed drug of its type. 


Recent evidence shows it is useful in two other important ways. 
In epilepsy, DIAMOX suppresses both the frequency and the 
severity of seizures, without direct sedative action. In acute glau- 


| coma, oral doses of DIAMOX produce a significant reduction in 
_ intraocular pressure. 


_ One product... three uses ...a versatile therapeutic agent! 


Available in 250 mg. tablets for oral use 
and 500 mg. ampuls for intravenous use. 


Lederle LEDERLE LABORATORIES DIVISION amentcaw Cyanamid company Pearl River, New York 


Pat. Orr. 
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announcing 


a new sogalive 
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‘Valmid offers these important advantages: 


Prompt induction of sleep—‘Valmid’ exerts its sedative 

‘Valmid’ is especially useful in effect usually within fifteen to twenty minutes after oral 
Very short action—‘Valmid’ has a shorter duration of 
unrest, excitement, fear, worry, action than any of the oral barbiturates. Its effect disap- 


: : pears completely after about four hours. 
apprehension, or extreme fatigue. | 
. Bright awakening—‘Valmid’ does not produce “hang- 


It is also of benefit to patients over,” drowsiness, depression, or any other side-effect, even 
after short periods of sleep. 
complaining of early-morning Wide ma hen not co 
wakening : monstrable toxic effect on the brain, blood, liver, kidney, 
or other body organs. The presence of kidney or liver dam- 
is contraindicated. age does not contraindicate its use. 
No addiction—‘Valmid’ does not produce euphoria or 
physical dependence. Thus, no true addiction occurs, even 


GF, after prolonged use. 
| lly Dosage: 1 or 2 tablets twenty minutes before bedtime (usu- 
| ally 1 tablet suffices). 


UALITY / RESEARCH / INTEGRITY | 
| Q / / Supplied as Tablets ‘Valmid,’ 0.5 Gm. (7 1/2 grs.), in bot- 


| tles of 100. 
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teal Designed Showers 
at St. Vincent's College of Nursing in Los Angeles, Cal. 


Architects: Austin, Field & Fry * Mech. Engr: Samvel L. Keye * Contractor: Swan Pibg. Service 
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eee "4 of POWERS Thermostatic MIXERS 
: 
ully protects shower users from scalding 
oc... ae ae or sudden shots of hot or cold water 
“4 by fi t t d 
| caused by fluctuating temperatures an 
pressure changes in water supply lines. 
| ee 7 ithout this doub! 
No shower is safe without this double 
protection. See our catalog in 
SWEET’S or write for 
Bulletin 3465. 
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are the new hospital green 


surgeons’ gloves. The soft ‘eye- 


rest’’ color was selected by color spe- 
cialists to help reduce glare from stron 
operating room lights. The green wi 
not fade or discolor. | 
. These new gloves, like all B. F. 
Goodrich surgeons’ gloves, are made 
_ of a single layer of pure rubber latex. 
They are tissue-thin and comfortable 
—yet strong so they can stand fre- 
quent sterilizations and keep on 
giving perfect service, operation after 
operation. 
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_ New hospital green, 
fissue-thin surgeons gloves | 


All B. F. Goodrich gloves have 
tapered fingers for better fit, wrists that 
fit snugly over gown or white jacket— 
won't roll down. Full backs conform to 
the natural shape of the hand, allow 
flexing without restriction, cut down 
on hand fatigue. | 

A full range of accurate sizes assures 
surgeons the exact fit they need. And, 
of course, sizes are permanently marked 
in ndén-fading colors to save time in 
sorting. 

Next time you reed surgeons’ gloves, 
order a pair of the new hospital 


greens. Your surgical or hospital supply 
dealer has them now—or write The 
B. F. Goodrich Company, Sundries Sales 
Department, Akron 18, Ohio. 
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AS SOON AS ORTERMINED, NOTICE OF YOUR ANNUAL MEETING, AT WHICH OFFICERS 
ane ELECTED, SHOULD 8E MAILED TO DEPT. An, E. 10 


AMERICAN HOSPITAL ASSOCIATION 

Annual Convention—September 19-22; At- 
lantic City (Traymore Hotel) 

Midyear Conference for Presidents and Sec- 
retaries of State Hospital Associations— 
Februcry 6-7: Chicago {Palmer House) 


OTHER MEETINGS 
(NEXT 12 MONTHS) 


American Protestant Hospital Association— 


February 9-10; St. Louis (Hote! Jefferson) 
Catholic Hospital Association—May 21-24; 
Milwaukee (Public Auditorium) 


REGIONAL MEETINGS 
(NEXT 12 MONTHS) ~ 


Association of Western Hospita!s—April 
23-26; Seattle [Olympic Hotel) 
Corolinas-Virginias Hospital Conference— 
April 12-13; Roanoke (Hotel Roanoke) 
Marylond-District - of Columbia-Delaware 
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1! Now...we have Sterilwraps! 


Monday and everyday my work 


i B0es faster and smoother! 


TERILWARAP 


FOR WRAPPING PACKS TO BE AUTOCLAVED 


Safe, Re-usable, Economical Wrappers 
The Nurse’s Choice for Hospital Efficiency 


‘WRAP [evetopes and 
marimem steriiity retestior 


Test Sterilwraps, yourself 


of Sterilwrap's cloth-like crepe ts 
Won't stiffen or crack; easy to 


Use Sterilwrap the same way 


Send today for your FREE SAMPL Ee 
TEST KIT, folder and price list. You 
owe it to yourself and your hospital to 
use the wrappers that save time, 
space, money and work. 


MEINECKE & COMPANY a 


Serving The Hospitals Of America For More Thon Sixty Yeors 


225 Varick St., New York 14 736 E. Washington Bivd., Los Angeles 2!, Calif. 


2815 Main St. Dalles |, Texas 


2560 Bicke Denver 5, 


College St., Columbia, S. 


Hospital Association——November 
Washington, D. C. (Shoreham Hotel} 
Middie Atlantic Hospital Assembly—May 
16-18; Atlantic City (Convention Hall) 
New England Hospital Assembly—Morch 
26-28: Boston {Statler Hotel) 

Tri-State Hospital Assembly—Apri! 20-May 
3; Chicago {Palmer House} 

Upper Midwest Hospital Conference—May 
23-25: St. Pau! (Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(NEXT SIX MONTHS) 


Alaska —June 8-10; Fairbanks (Nordale 
Hotel) | 

Albertoa—June 13; Banff (School of Fine 
Arts) 

Arizona—November 17-19: Tucson (Santa 
Rita Hote!) 

British Columbia—October Vancou- 
ver (Hotel Vancouver) 

California—October 26-28; San Diego (San 
Diego Hotel) 

Colorado—October 26-27; Denver (Cosmo- 
politan Hotel) 

Indiano—October !2-13:; indianapolis (Stu- 

dent Union Bidg., Univ. of indiana) 

Kansas—November Topeka (Munici- 
pal Auditorium) 

Maine—June 7-8: Rockland {Samoset) 

Manitobo—October | 8-20; Winnipeg (Royal 
Alexandra Hotei) 

Maritime—May 30-June 3: Charlottetown, 
P.E.1. (Prince of Wales College and Nor- 
mal School) 

Michigan—November 13-15; Grand Rapids 
{Hotel Pantlind } 

Mississippi—October 6-7; Biloxi (Hotel 
Bueno Vista) 

New Hampshire—June 23-24; Portsmouth 
{ Wentworth-By-The-Sea} 

North-Carolina—July 7-8; Asheville (Battery 
Park Hotel) 

Oklahoma—November 3-4: Tulsa (Mayo 
Hotel} 

Ontario—October 24-26; Toronto [Royal 
York Hotel} 

Saskatchewan—October 24-25: Saskatoon 
(Bessborough Hotel) 

South Dakoto—October 11-12: Yankton 
{Msar. Linke Memorial Auditorium) 

Virginio—November |0-!1: Roanoke {Hotel 
Roanoke) 

Washington—October 19-20: Spokane, 
{Dovenport Hotel} 

West Virginia—October 13-15; Huntington 
(Frederick Hotel) 


AHA INSTITUTES 
(NEXT SIX MONTHS) 


Hospital Planning Institute and Workshop— 
May 30-June 3; Houston (Shamrock) 

Public Relations Institute—June 6-10: Chi- 
cago (Knickerbocker) 

Methods Improvement Workshop—June 6- 
10; Wilmington (DuPont) 

Operating Problems for Small Hospitals In- 
stitute—June 8-10; Huron, S. D. {Marvin- 
Hughitt) 

Central Service Administration Institute— 
June 13-16; Montreal (Sheraton-Mt. Royal 
Hotel) 

Medical Record Library Personne! Institute 
—June 20-24; Chicago (Shoreland Hotel) 

Hospital Pharmacy Institute—June 13-17: 
Chicago (University of Chicago) 

(Continued on page 154) 
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4 ; A better, safer technique 
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ROOMING-IN TECHNIQUE 
The bassinet is wheeled from the nursery to the 
mother’s room. The entire unit is light in weight 
and moves easily on rubber-tired swivel casters. 
Extra-long extension base slides under bed, 
brings basket and supplies within easy reach for 
mother to work on infant. 


BASSINET 


or 


REMOVABLE PLASTIC BASKET — Light 
weight and sanitary. All corners and 
edges are rounded. Basket can be tilted 
at either end. Has name-card holder. 


UTENSIL HOLDER is portable and con 
be attached to either side of stand 
within easy reach of mother or nurse. 
Metal containers hold cotton balls, oils, 
swabs, and other supplies. 


2. FOR CUBICLE 
ARRANGEMENT 
IN NURSERY 


7, FOR ROOMING-IN 
TECHNIQUE 


CUBICLE TECHNIQUE IN NURSERY 


Self-contained bassinet holds all necessary equip- 
ment for individual attention. Basket, utensil 
holder and shelf are conveniently accessible. 
Light weight and simplicity of design aid flexi- 
bility of arrangement. Unit takes up minimum 
amount of space, gives nurse ample working area. 


@ Whether your institution employs rooming-in 
technique or cubicle nursery arrangement, this low- 
cost stainless steel bassinet serves either with utmost 
safety and facility. All necessary supplies are within 
convenient reach of nurse or mother. Simple in 
design, of sturdy, welded construction, the bassinet 
is easily cleaned and sterilized. There are no painted 
surfaces to chip or crack, no dirt-collecting joints or 


SHIELDED SHELF holds linens, diapers, 
blankets, etc. Welded to stainless steel 
tubular uprights. Inside corners rounded 
to facilitate cleaning. 


| 


EXTRA-LONG EXTENSION BASE — 

designed to slide under bed. Brings 

bosket and occessories within easy 
for mother to work on infant. 


“t= 


crevices. Here is a Blickman-Built unit priced to meet 
your budgetary requirements — yet so durable that it 
virtually eliminates maintenance or repair costs. 


- Write for further information. 


SEND FOR OUR CATALOG 11-NEC 
@ Illustrates and describes many other units of 
Blickman-Built equipment for nursery and pediatric 
departments, as well as for milk formula rooms. 
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WILSON Curved-Finger Latex Gloves—fulfill the most exact- 
ing demands for comfort, safety and fingertip sensitivity. 


Naturally curved fingers insure freedom from binding, strain and 
| operating fatigue. 


Made from pure, natural latex with quality rigidly controlled 
throughout manufacture to provide greater tensile strength and 
longer sterilization life. | 


LATE xX SURGEONS’ GLovEs 


THE RUBBER COMPANY 


A DIVISION OF BECTON. DICKINSON AND COMPANY CANTON. 
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introducing the authors 


Hospitals are the core 
of civil defense planning 
by Anthony W. Eckert 


Mr. EcKEertT, better known as 
“Tony” in the field has long been 
an advocate of 
disaster plan- 
ning and civil 
defense organ- 
ization. He 
speaks from ex- 
perience since 
Perth Amboy 
General Hospi- 
tal played a 
major rote in 
caring for injur- 
ed from two of 
the worst catastrophes in New 
Jersey history. 

Always ready to squeeze in a 


MR. ECKERT 


hurried trip to various parts of the 
country to speak on this topic, he 
has been cited by many aia for 
his untiring efforts. 

Among Mr. Eckert’s more im- 


portant present activities are serv- 


ing as a regent of the American 
College of Hospital Administra- 
tors, and holding membership on 
both the Hospital Licensing Board 


of the State of New Jersey and the © 


Hospital Advisory Council, Depart- 
ment of Institutions and Agencies. 
He is a past president of the Mid- 
dle Atlantic Hospital Assembly and 
the New Jersey Hospital Associa- 
tion. 


The buyer and the law 
by Joseph V. Terrenzio 
Mr. TERRENZIO makes his first 


How Lobana*® 
helps boost 
patient’s morale | 


A daily massage with Lopana is refreshing , 
and stimulating, especially for the patient. 
ener- 
vating. Cool and _fragrant, you ll find it 
gives the ient “a lift” and 


who finds con nespent tedious an 


bana is non-alcoholic . 


recovery. 
not rob the skin of its natural oils . ... and 
does not evaporate. 

Help your net get the best in n body — 


massage—prescribe Lobana. 


Each month short sketches of some authors 


will be presented. The position held current- 


ly by the author being sketched is noted on 
the first page on which the article appears. 


appearance as an author in Hos- 
PITALS with his article, the sec- 


ond part of which will be pub-. 


lished in the August issue. 

After three years of practicing 
law in New Haven, Conn., he 
stepped into the hospital field in 
1950 as assistant administrator of 
Knickerbocker Hospital, New York 
and began the Program in Hospital 
Administration at Columbia Uni- 
versity, receiving his master’s de- 
gree in 1951. 

A frequent speaker at meetings 
and conventions and a faculty 
member in the Program of Hospi- 
tal Administration at the Univer- 
sity of Pittsburgh, he is married 


and is the father of three children. . 


And, as he notes, a deep interest 
in hospitals runs in the Terrenzio 
family. His brother, Peter B., is 
presently executive vice-president 
of New York City’s Roosevelt Hos- 
pital. 


MR. TERRENZIO SR. MARIE 


The individual hospital (The 


quiet campaign to improve 


Lobana, the home” favor- 
ite of thousands of patients, con- 
tains stearic acid and lanolin in a 


fragrant, mentholated base. 


. 


patient care) 
by Sister Marie Breitling 
SISTER MARIE, a Sister of Char- 


Write for further information. ity of St. Vincent De Paul, grad- 
Sample on request. uates this month from St. Louis 
| University with a master’s degree 
1 in hospital administration. She 
AN PRODUCT completed training at the Hotel 
| Dieu School of Nursing (New Or- 
distributed by leans) and holds a degree in nurs- See 


ing education from Louisians State 


University. 
A native of New Orleans, Sister 


(Continued on page 14) 


Physicians & Hospitals 
Supply Co.. Ine. 
Dept. F + Minneapolis 3, Minnesota 
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* 
SF to fight infection . ..Terramycin-SF, Tetracyn-SF and 
Pen-SF each combines in a single preparation: 
1) a potent antibiotic of choice for the treatment of 
susceptible infections 
2) the Stress Formula vitaminst as proposed by the 
National Research Council’ for physiologic support 
against the stress of infection. 


to mobilize the patient’s resources for recovery 
..- B-complex, C and K are vitamins involved in body 
defense mechanisms and in tissue repair and are required 
in increased amounts during the stress of infectious 
disease. By meeting these increased needs, Stress Forti- 
fied Terramycin-SF, Tetracyn-SF and Pen-SF contribute 
markedly to more rapid control of infection and faster 


convalescence. 
to promote a smoother and more rapid convales- 


cence..." The duration of most acute infectious diseases 
has been markedly decreased by the use of the various 
antibiotics,” the National Research Council notes. “Never- 


= ° theless, the length of convalescence is 
ort? to a large measure still dependent 
on nutritional therapy.”* 
| with outstanding economy and convenience... 
Stress Fortified antibiotic preparations cost little more 


than the antibiotics alone and offer the convenience of 
a single preparation replacing two prescriptions. 


Brand oxytetracycline with vitamins 


Brand of tetracycline with vitamins 
CaPsuLes 250 mg. SusPENSION (fruit favored) 
125 mg./5 cc. teaspoonfal 

CAPSULES 
200,000 units 


Brand of penicillin G potassium with vitamins 


*The minimum daily dose of each antibiotic (16m, of 
Terramycin or T etracyn, or 600,000 units of penicillin) 
also supplies the stress vitamin formula ( of the water- 
soluble vitamins and vitamin K) recommended by the 
National Research Council: 

Ascorbic acid, U.S.P. 300mg. Calcium pantothenate 20 mg; 
Thiamine mononitrate 10mg. Vitamin Bu activity 4 meg. 
Riboflavin 10 mg. Folic acid LS mg. 
Niacinamide 100mg. Menadione 

Pyridoxine hydrochloride 2 mg, (vitamin Kanalog) 2mg. 
Potlack, H., and Halpern, Therapeatic Nutrition, Prepared with Cal. 


leboration of the Committee on Therapeutic Nutrition, Food and Nutrition 
Board, Neticnal Research Council, Baltimore, Waverly Prees, 1942. 


*Trademark 


Prizer LaporaTories, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Ine. 


Tetracyn- 
Pfizer’ 
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IVIL DEFENSE planning is think- 
ing and concentrating on— 
“If the bomb comes, what can you 
do about it?” The constant em- 
phasis on the bomb is due to the 
fact that the Administration and 
particularly the Federal Civil De- 
fense Administration feels that the 
people must know that nuclear 
weapons are a fact of the world 
in which we live and that the bomb 
must be understood if we are to 
survive. It is the intent to raise 
the general level of public knowl- 
edge in order not only as to what 
we can do about nuclear weapons 
but to avoid, or at least reduce, 
national hysteria if we are at- 
tacked by an enemy. 
In order to achieve this objec- 
tive, “Operation Cue’’—a series of 
briefings for those concerned with 


civil defense—was set up at the 
Las Vegas test site from April 23 
through 27. Atmospheric condi- 
tions did not permit the actual 
“open shot” until the morning of 
May 5. The briefings were held at 
the high school auditorium in Las 
Vegas. It was the privilege of your 
president to represent our hos- 
pitals. A statement of the objec- 
tive of the “open shot” program 
was presented by Harold L. Good- 
win, director of Civil Defense 
Operations. This was followed by 
an address by the Atomic Energy 
Commissioner Dr. John von Neu- 
mann, and another by FCDA Ad- 
ministrator Val Peterson. 

Dr. Alvin C. Graves, scientific 
advisor to the Nevada Atomic Test, 


discussed the yield of the “open 


shot” nuclear device and estimated 


Temperature - 
Time - 


Moisture 


All three are required to be 
present clear through to the 
center of each pack to 
achieve sterilization. 


The Diack requires a tem- 
perature of 250° to fuse. 


know moisture is abundant. 


Diacks fuse at this temperature only when twice the time neces- 
sary to kill B. subtilis has been achieved. 


Diacks are for use only in autoclaves. Heat in the pack centers 
is created only by condensation of steam on the layers of 
fabric. So—when a Diack at the pack center melts, you always 


Research Laboratory o/ 
SMITH & UNDERWOOD, CHEMISTS 


ROYAL OAK, MICHIGAN 
(Sele manufacturers of Diack Controls and Inform Controls) 


that it would be between 25 and 
40 kilo. tons. He discussed the fall- 
out and announced that the safety 
factor for the towns in the vicinity 
of the test site would be 3.9 roent- 
gens (r.). Dr. Gordon Dunning, 
member of the advisory panel, 
discussed safety factors for the in- 


_ dividual, saying that the average 


individual would receive approx- 
imately 10 r’s in a lifetime from 
normal background radiation from 
cosmic rays, x-ray pictures taken 
for diagnostic purposes and radia- 
tion in the soil and surrounding 
atmosphere; that 25 roentgens 
could be taken before any percep- 
tive damage; that about 100 r’s 
could be taken before temporary 
radiation sickness occurred, and 
that 250 to 300 roentgens would 
cause some deaths. 

This very interesting briefing 
concentrated on increasing the 


- awareness of the public on civil de- 


fense against radiation, heat and 
blast, and on the military phase 
which consisted of field practice in 


‘which troops were used. The troops 


were stationed as close as possible 
to the “shot” so that, in event of the 
real thing, they could exploit the 
paralyzing effect of the bomb on 
enemy troops. Physicians and 
nurses were placed in the forward 
area to do “rescue” work and to 
participate in “evacuation,” but 
there was no study or mention 
made of the hospital phase of civil 
defense. 

We were fortunate, however, in 
having had a prior interview with 
Mr. Peterson in Washington on 
March 22. The AHA Committee on 
Civil Defense, represented by 
Harold C. Lueth, M.D., chairman; 
Dean A. Clark, M.D., consultant, 
and Kenneth Williamson, director 
of the AHA Washington Service 
Bureau, sat in. It was clearly 
brought out in this discussion that 
if a major city were bombed, the 
burden of caring for the survivors 
would fall on adjacent communi- 
ties and thus bring community 
hospitals from the largest to the 
smallest into play. This highlights 
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standard for initial 
control of failure 


MERCUHYDRIN® 


GRAND OF MERALLURIDE INJECTION 


for maintenance 


NEOHYDRINS 


BRAND OF CHL ORMERODRIN 


replaces injections in 80 to 90% of patients 
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from TUS. 


these diuretics lighten the load 


patients 


Prompt response to a diuretic with a minimum 
of side effects shortens the hospital stay and 
simplifies patient-care, easing the load on hos- 
pital and patient. 


Time-tested and dependable, MERCUHYDRIN 
and NEOHYDRIN effectively decrease cardiac 
work-load by relieving edema. Because dosage 
need not be interrupted, they produce sustained 
diuresis and improvement which aids earlier 
discharge of cardiac patients. 


tn diuretic research 


LABORATORIES, INC, MILWAUKEE 1, WISCONSIN 
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SERVICE 


arrives from Mills, you _ 


know you'll find the qual- 


_ ity you ordered inside. | 
Every item ordered by 
: Mills must first pass a tri- : : 
ple performance test. Sup- e 
plies are carefully checked - 
for your protection upon ‘ 
arrival at our huge plant. 3 
A final inspection at ship- 
ping time is backed by the : 
Mills unconditional guar- 
antee of qudlity. Service— 
which a quality—is 
one reason so many hos- e 
pitals buy from Mills. | 


SERVICE is our most 


important product — 


& 


MILLS 
HOSPITAL 
SUPPLY CO. 
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the fact that smaller communities 
have not the same degree of civil 
defense organization as the cities; 
therefore, it is important that the 
smaller communities realize that 
the burden of evacuation and med- 
ical care will fall upon them. In 
other words, the problem of the 
city is to evacuate casualties into 
outlying communities, 25 miles to 
50 miles out. The smaller commu- 
hities would have to receive the 
people from the cities in schools, 
churches, farm houses, warehouses, 
and every dwelling and shelter 
with mass feeding. It would be nec- 
essary for people to use very rudi- 


mentary facilities, even more 


primitive than camping in the 
woods or mountains. This would 
be a matter of stark survival. The 
hospital and medical problem, of 
course, would be most acute, par- 
ticularly in the first several days, 
until personnel and supplies could 
be organized and brought to the 
area. 

Who will control this situation 
and who will pay for this emer- 
gency care? It is obvious that if 
the bomb is dropped by the enemy, 
we are at total war and that mar- 
tial law would be declared imme- 


diately. Large numbers of our 
population, transportation, etc., 


will come under that martial law. 


What the people need to realize is 
that we are vulnerable and if the 
bomb comes, it will be total war. 
We in the hospital field, par- 
ticularly in the smaller communi- 
ty hospitals, must realize that at 
any time we may be faced with an 
emergency of such magnitude as to 
be almost incomprehensible. State 
hospital organizations, hospital 
councils and, certainly, your na- 
tional organization, the AHA, must 
meet this problem. | 
Double responsibility rests on us 
as hospital administrators. In the 


event of this catastrophe, the aver- 


age man in industry must look 
out only for himself and possibly 
for the safety of his family. On our 
shoulders, as hospital administra- 
tors, lies the responsibility for 
hundreds of patients with varying 
degrees of injuries and illness. 


F. R. Bradley, M.D., president 
American Hospital Association 


Introducing the authors 
(Continued from page 10) 


Marie supervised the recovery 
wards there in Charity Hospital 
for two years. For eight years, she 
was supervisor of the Medical and 
Surgical Department at Providence 
Hospital, Mobile, Ala., where she 
also instructed in surgical nursing 
and nursing history. 


Set realistic charges for 
physical therapy 


Arthur A. Rodriquez, M.D., 
and Alfred Rodriquez 


Among our authors this month 
is a brother team—a physiatrist 
and an accountant. Dr. RopRIQqUEZz 
is a past president of the Chicago 
Society of Physical Medicine and 
Rehabilitation and is consulting 
physiatrist for a number of Chi- 
cago area medical establishments, 
as well as co-director of the city’s 


South Side Physical Medicine | 


Center. 
Dr. Rodriquez is the father of 
two children. 


He has had 14 papers published 
relating to his specialty and is now 
writing a chapter on electromy- 
ography for a book. 

Mr. RODRIQUEZ, his brother, co- 
author and statistician of the team, 
is an industrial engineer and certi- 
fied public accountant (State of Il- 
linois). He joined a Chicago radio 
manufacturing concern in 1930 and 
rose to the post of general manager 
before leaving in 1941 to become 
affiliated with a Chicago building 
materials firm. Mr. Rodriquez now 
is assistant to the executive vice 
president of the latter firm. ; 

A Chicagoan by birth, he re- 
ceived his education at the Univer- 
sity of Chicago and the Illinois In- 
stitute of Technology. 


This article was adapted from a 
paper presented to the Physical 
Therapy Institute held last Novem- 


- ber in Chicago and which was 


sponsored cooperatively by the 
American Hospital Association and 
the American Physical Therapy 
Association. It is being published 
simultaneously by the Physical 
Therapy Review. 
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Use Will Ross, Inc. complete 

equipment installation and | 


g 


You can furnish every room, from patient’s room ee, 
to surgery . . . add beauty and utility . . . use all your Ponies 
space effectively .. . with our interior decorating 

and complete hospital installation service. 3 
Whatever your needs, our Contract Department 

is ready to serve you — quickly and 
dependably. Write us today! 


WILL ROSS, ING. wiscONsin 


(Est. 1914) ATLANTA, GEORGIA « COHOES, NEW YORK « DALLAS, TEXAS 


MANUFACTURERS AND DISTRIBUTORS 
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Milwaukee 


DINNERWARE 
saves $4,000-$6,000 


in replacement costs yearly 
at The Citadel 


THE MILITARY COLLEGE OF SOUTH CAROLINA 


Another illustrious proving- ground 
for break-resistant dinnerware made 
of Metmac, molding material: The 
Citadel, serving over 5,000 meals 
a day! And, quite aside from. 
MetMac’s low replacement cost, 
the college authorities and cadets 
like it for its colorful good looks. 


The managers of dining operations, 
coast to coast, also like the ease and 
safety with which MEeLMac can be 
washed in automatic dishwashers... 
the way it stacks and handles so 
quietly that patrons often comment 
...and its light weight, a boon to 
those who carry the trays! 


Like to get in on these advantages? 
Ask your supplier for genuine 


AMERICAN Granamid COMPANY 


Metmac is a registered trade-mark of PLASTICS AND RESINS DIVISION 
| American Cyanamid Company, N.Y. 20, N.Y., | | 
supplier of Metmac Molding Compounds 36A Rockefeller Plaza, New York 20, N.Y. 
to manufacturers who fashion high-quality 
in a variety of designs and colors. 


tn Canada: North American Cyanomid Limited, Toronto & Montreal 
16 HOSPITALS 


i 
a 
: 
~ 
; 
¥ 
3 
5 
* 
x 
4 
i 
F 
4 
4 
\f 


> 
| 
| 
Rell See = 
4 % 
4 
4 
; 
3 
ay 
x 
> 
=. 
ear 
ta 
Mees 


weaken 
her 
ZOROC 


cast! 


Whether it’s splashes from daily 
bathing, profuse perspiration in 
humid climates, or repeated ex- 
. posure to urine—ZOROC resin- 
» fortified casts remain strong and 
dependable until final removal. 
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Plaster + Resin + Catalyst : 
...and it’s all in the bandage 


just dip Squeeze apply 
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Inhalation Therapy Equipment 


IMPROVED FOUR WAYS 
NCG permanent type tent canopies com- 
bine long wear with convenient use. Metal 
suspension grommets prevent tearing. Edges 
ore bound with green plostic tope. Front, 
bock and side zipper openings. Built-in 


PREFERRED FOR CHILDREN 
NCG's Plymouth® Tent is widely preferred 
for children and infants because of its 
therapeutic merit plus its ease of opera- 
tion, flexibility of use and low cost. Com- 
pact, lightweight, ideal for cubicles. E ffec- 
tively used as a croup tent. 


BETTER, BUT COSTS LESS 
NCG's new “6400” oxygen regulator rep- 
resents an important advance in regulator 
design. tt delivers the unvarying rate of 
flow characteristic of the finest 2-stage reg- 


“COLD STEAM" OXYGEN 
The NCG Nebulizer is the new continuously 
operating nebulizer thot delivers oxygen 
super-soturated with moisture particles os 
smoll os 3 microns or less in diameter. Con 


viators, yet is comporable in cost to single- be used throughout the hospital with cylin- 
stage types. ders or with piped oxygen. 


EMERGENCY RESUSCITATION UNIT 
This easily portable unit in Emergency Room 
and on each floor provides valuable pro- 
tection against emergencies. Unit consists of 
two-cylinder (Type E) carrier, and “Handy 
Resuscitator" (described at right), complete 


HANDY RESUSCITATOR 


Because of the key role inhalation therapy 
increasingly plays in hospital procedures, 
men responsible for the selection of in- 
halation therapy equipment weigh care- - 
fully the considerations that govern its 
design and manufacture. 

NCG Medical Division works in close . | i. 
cooperation with eminent medical author- | | 
ities in the design of its inhalation therapy 
equipment. This equipment has resulted 
in new effectiveness of attack on respira- 
tory diseases of various types. Hospital 
and clinic directors not only have reported 
such successes but have voiced sincere ap- 
proval of NCG equipment. These facts 
can be laid before you in greater detail by 
your NCG representative. 


NEW OPEN-TOP OXYGEN TENT 

The Open-top Oxygen Tent with NCG™™” 

Microfier* provides high concentrations of 

oxygen super-soturated with moisture por- “ 

ticles of microscopic size. Opentop facilitates _ 

nursing core. inexpensive. May be used with 

“Trade Mork 


NATIONAL CYLINDER GAS COMPANY 
840 N. Michigen Avenve, Chicago 11, Iilinois 
Branches and Deolers from Coast to Coast 


MEDICAL DIVISION 
Copyright 1955, National Cylinder Gas Company 
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Elman! and others have shown that the use of Amigen enables 
the patient to progress more rapidly to an oral diet than the use 
of carbohydrate and electrolyte solutions containing no source 
of protein. Amigen hastens recovery by assuring the vital 
function of protein in healing and repair, even in the presence 
of caloric deficit? 


@ contain Levugen, dextrose or alcohol for basic needs. The 
superior protein-sparing action of Levugen* suggests a par- 
ticular value of the combination, Amigen 5%, Levugen 10%. 

@ supply all essential electrolytes including potassium for the 
utilization of protein and phosphorus for the phosphoryla- 
tion of carbohydrate. 


@ are sterilized by Seitz filtration rather than by heating; : | 


stability and the growth-promoting quality of Amigen are 


thus unimpaired. | | Ut 
For varying protein and caloric needs, the following Amigen | A 
ploneer protein hydrolysate 


solutions are available: | 


Amigen 5%, Levugen 10% 
Amigen 5%, Dextrose 5% | 
Amigen 5%, Dextrose 5% and Alcohol 5% — 
Amigen 34%%, Dextrose 34% 

in 4% Lactated Ringer's Solution 


References/ (1) Elman, R.: J.A.M.A. 128: 659-664 30) 1945. (2) Rhoads, J. E.: Protein Nutrition 
in Surgical Patients, Surg., Gynec. & Obst. 94: 417, 1962. @@) Elman, R., et al.: Ann. Surg. 136: 636, 1982. 


TAKE ADVANTAGE OF MEAD'S COMPLETE PARENTERAL LINE 


Amigen Levugen Special Standard Parenteral Biood 
(protein) & Dextrose Electrolyte Electrolyte Solution Flasks and 
Solutions Solutions Solutions Solutions Equipment Equipment 


AVAILABLE TO YOUR HOSPITAL FROM CONVENIENTLY LOCATED MEAD WAREHOUSES 


(wisiow MEAD JOHNSON & COMPANY © EVANSVILLE, INDIANA, 
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St (harles selected again... 


in major hospital casework installation 


New St. Mary’s Hospital addition, nearing completion in 
Grand Rapids, Michigan, offers still another example 

of St. Charles success in the field of hospital casework 
fabrication and installation. Once again, the advantages 
to be had from St. Charles long years of experience, at work 
in the nation’s newest, most modern casework construction 
plant, have gained expression in a major hospital. 


The reasons for St. Charles continuing preferment are 
readily apparent. St. Charles methods of custom construction 
and color styling offer free scope to the imaginative designer. 
Their broad range of special units, plus the know-how 

- gained from thousands of installations, offers a welcome 
assist in hospital casework planning. And St. Charles 
complete design and layout service, freely available 
in whatever degree it may be desired, puts dependable 
personnel to work on your job, at once. 


Your request for more information will be handled promptly. 


ST. CHARLES MANUFACTURING COMPANY, DEPT. H, ST. CHARLES, ILLINOIS 
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LATEST REPORT | RELATIVELY SAFE 


AND SIMPLE TECHNIC 


Combined Use of Local Anesthesia and Tourniquet in SURGERY OF THE HAND . 
Use of NOVOCAIN in conjunction with a tourniquet in hand surgery elim- 
inates the need for general anesthesia in many cases, maintains voluntary 
moéor power, produces a clear operative field and eliminates the trauma of 


repeated spongings.* 


*Walsh, A.C.: Canad. Med, Assn. Jour. 70:539, May, 1954, 


An ordinary blood pressure cuff, bandaged over with gauze to prevent bulging, is inflated to 
250-300 mm. Hg and the tubes are clamped with rubber covered forceps. No preoperative 
sedation or analgesia is required if tourniquet remains in place for less than 20 minutes. 


To block the nerve trunk, a 25 gage x 9/4, inch needle is inserted at a right angle over the 
nerve trunk. After the patient is instructed to report tingling along course of nerve, a quick 
short jab is made towards the trunk. As soon as paresthesias are reported, from 1 to 2 cc. of — 
2% NOVOCAIN solution are injected directly into the nerve trunk. The needle is withdrawn 
slightly and 2 or 3 cc. are injected around the nerve. Anesthesia takes full effect within from 


5 to 10 minutes. 


: NOVOCAI N P Solutions in various concentrations with and 


without vasoconstrictors, Also tablets, crystals and powder. 


New York 18, N.Y. « Windsor, Ont. 


Novocain (pioneer brand of procaine hydrochloride), trademark reg. U. S.. Pat. OF. 
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rheumatoid 


more effective therapeutic agent 
than older corticosteroids 


Three to five times as potent as oral cortisone or hydrocortisone, 
milligram per milligram, METICORTEN provides enhanced anti- | : 
inflammatory and antirheumatic action without the major un- 
desirable effects associated with older corticosteroids. 


~ 


Within 24 hours after administration of METICORTEN, joint 
pain decreases, and stiffness and local heat diminish. Improve- 
ment in functional capacity and mobility follows quickly.':? Ex- 
cellent results are obtained even in patients no longer responding | 
cortisone or hydrocortisone.'.? 


And in intractable asthma, METICORTEN controls symptoms MEE 
rapidly, markedly increases vital capacity, and permits patients 
to resume normal activities promptly. 


Dosage and Administration 


METICORTEN is available as 5 mg. scored tablets in bottles of 30 and 100. 
In the treatment of rheumatoid arthritis, dosage of METICORTEN begins 
with an average of 20 to 30 mg. (4 to 6 tablets) a day. This is gradually 
reduced by 2% to 5 mg. until maintenance dosage of 5 to 20 mg. is 
reached. The total 24-hour dose should be divided into four parts and 
administered after meals and at bedtime. Patients may be transferred 
directly from hydrocortisone or cortisone to METICORTEN without 
difficulty. 


i 
: 
i« 
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PREDN ISON E (metacortandracin) 


arthritis 


free of significant metabolic, 
water or electrolyte disturbances.” 


The higher therapeutic ratio of METICORTEN permits marked clinical 
benefits unaccompanied by many of the major undesirable actions charac- 
teristic of cortisone and hydrocortisone.'* 


avoids sodium and water retention 
avoids weight gain due to edema 
no excessive potassium depletion 
better relief of pain, swelling, tenderness; diminishes joint stiffness 
lowers sedimentation rate even where cortisone or hydrocortisone ceases 
to be effective—“cortisone escape” 

_ « most effective in smallest dosage 


Bibliography 

(1) Dordick, J. R., and Gluck, E. J.: Preliminary clinical trials with metacortandracin in 

rheumatic diseases. Comparative antirheumatic potency, metabolic activity and hormonal 

properties, J.A.M.A., in press. (2) Bunim, J. J.; Pechet, M. M., and Bollet, A. J.: J.A.M.A. 

157:311, 1955. (3) Barach, A. L.; Bickerman, H. A., and Beck, G. J.: Clinical and physio- 

logical studies on the use of metacortandracin in respiratory disease. I. Bronchial asthma, | 

Dis. Chest, in press. (4) Schwartz, E.: Personal communication. . 


— brand of prednisone (metacortandracin). 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 


Article proves helpful 
To THE Eprror | 


Dear Sir: 


ALL OF THE members of our staff 
are delighted with the article, “Ac- 
crediting a School of Nursing,” in 
the April issue of HOSPITALS. 

It means a great deal to us to 
have this article appear in HospI!- 
TALS and we believe it will help 
in interpreting the accrediting pro- 
gram to hospital schools of nurs- 
ing.—HELEN NAHM, director, Divi- 
sion of Nursing Education, National 
League for Nursing. 


The hospital as a symbol 


To THE EpiITor 


Dear Sir: 


HOSPITALS and our house organ, 
“TPR,” both devoted editorial con- 
tent to the importance of the hos- 
pital as a symbol] in their February 
issues. Rereading the Everett arti- 
cle on “The Hospital as a Symbol,” 
it occurred to me that you might 
be interested in this coincidence, 
and in the ideas used to express the 
same general concept in our pub- 
lication. 

Our February cover showed a 
picture of George Washington. Our 
article on “The Symbol” pointed 
out that George Washington was 
human and was full of human 
frailties, but that today, and every 
day in this country, he has been 
not a man, but a symbol, a symbol 
of those things for which he stood: 
Courage, Truth and Gallantry. The 
very mention of his name conjures 
up pictures of a war for justice, 
bravery beyond the call of duty, 
and wisdom in the guidance of a 
young nation. 

We then went on to say that a 
hospital is a symbol, too. The ma- 
jority of the visitors, and even the 
patients, do not have any idea of 
the technical work performed be- 
hind its reserved facade. They are 
not aware of the daily routines 
which are so necessary to restore 
a patient to good health, of the 
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hundred of employees who mop 
surgery floors or keep a generator 
operating during an operation or 
test a blood sample. 

But the details are secondary to 


. the symbol. The patient, or the pa- 


tient’s relatives, accept the hospi- 
tal as an established fact, an en- 
tity, to which they turn in times 
of illness or injury. The members of 
the community know that in time 
of illness, there is a place to which 
they may turn. Like a church, the 
hospital is a mainstay of the com- 
munity. 

Even a community where there 
was no disease would be an unsta- 
ble one without a hospital. The 
confidence the population receives 
in knowing that the hospital is 
available is a confidence given in 
no other way except through a 
church. Each is there in a time of 
great need, one physical, one spir- 
itual. 

George Washington fought a war 


for inition and became a symbol. 
The hospital fights a daily war 
against pain and suffering, and has 
become a symbol, a light shining 
through a darkness of fear.—Mary 
A. VAN DUZER, editor, “TPR,” Wa- 
shoe Medical Center, Reno, Nev. 


Reimbursement for | 
_ @mergency care 
To THE EDITOR 


Dear Sir: 


THERE HAS BEEN a good deal of 
discussion about reimbursément 
from local government agencies for 
hospital care provided to patients 
who cannot pay. Many such pa- 
tients are emergency cases, and in 
many communities voluntary hos- 
pitals receive no reimbursement 
whatever for emergency care. This 
community service can be a real 
financial burden. 

Here at Hackley Hospital the 

(Continued on page 30) 


EDITORIALS FROM OTHER JOURNALS 
This month two editorials from other journals—Canadian 
Hospital and the West Virginia Medical Journal—have 
been abstracted and presented because of their interest 
to the hospital field. From time to time similar editorials 
will be printed in this section. 


‘Industry’ or human service? 


IN THE HOSPITAL literature of re- 
cent years, there has been an in- 
creasing use of the phrase, “hospi- 
tal industry.” The phrase is gen- 
erally applied to hospitals in a col- 
lective sense. Thus, in the United 


Letters from readers are wel- 
come. They should be brief and 
must be signed. HOSPITALS re- 
serves the right to edit letters for 
space reasons. Address letters to 
the Editor, HOSPITALS, the 
Journal of the American Hospi- 
tal Association, 18 E. Division 

Street, Chicago 10, Illinois. 


States, writers note that there are 
over a million employees in the 
hospital industry, some $9.5 billion 
of assets in hospital buildings, and 
some $2.34 billion in yearly oper- 
ating costs. 

... While one does not deny that 
it is a catchy phrase, one wonders, | 
first of all, if it is correct and, sec- 
ondly, if it is advisable. 

.. « One would like to think that | 
people entering the field of hospi- 
tal administration are going to 
have a wider horizon in their voca- 
tion than that found in a business 
or industrial organization... . 

How often do we speak of the 
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Thermometers look alike, too... 


...and yet there’s such a difference. That’s why it’s wise to 
invest in the kind of proven accuracy and performance you get in AMERICAN’s 


Chieftain Star Thermometer. Here’s a comparison of the Chieftain with four other 
widely-used clinical thermometers: | 
Certified to | Certified to State of Meet 
Thermometer Federal Massachusetts Accuracy 
- Specifications Specifications igment Tolerances | 
Chieftain Star Yes Yes Yes | 
“B” Yes No No No 
agen Yes No No No 
~“—_—" Yes No No No 


_ Incidentally, we’ve had a long-standing offer of a dozen new Chieftain Star 
Thermometers for every one that loses any of its pigment, ever! We've yet to — 
replace one. 7 

Whether it’s thermometers or any one of a thousand things you use in your 

hospital, you’ll find it pays to invest in AMERICAN quality. 7 


&) Suppliers of the best—for the world’s best hospitals 


Pamerican Fllcepitat corporation | 


GENERAL OFFICES + EVANSTON, ILLINOIS © AHS Corp. 
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importance of rendering the best 
possible care to the patient while 
he is in the hospital? If this con- 
cept is to be our constant objec- 
tive, one wonders if it can be fos- 
tered properly in an atmosphere 
where hospital operation is regard- 
ed as an industry. A hospital is an 
organization made up of many 
groups with diversified outlooks, as 
well as social and professional 
backgrounds — trustees, doctors, 
nurses, employees with various 
skills—all directing their efforts 
toward the care of the patient.... 


We are all in favor of learning 
and adopting anything from mod- 
ern industrial and management 
techniques which will improve the 
efficiency of our hospitals, provid- 
ing we do not lose sight of the con-. 
cept that hospitals, first and above 
all, are institutions built by com- 
munities to render service—serv- 
ice to the sick, the injured, the. 
helpless and the unfortunate... . 

With all our efficiency, is there 
a danger of losing sight of the 
ideals of service which must guide 
the day-to-day operation of a hos- 


Rapid 
Determination 
ol 
antibacterial 
eflectiveness 


FOR BETTER RESULTS 
IN ANTIBIOTIC THERAPY 


Directions accompany each car- 
ton of Dia-Discs, together with 
a Sensitivity Chart, and a pad 
of laboratory report slips. 


Dia-Discs provide a quick, accurate 
method of determining the relative 
antibacterial effectiveness of six 
widely-used antibiotics—penicillin, 
bacitracin, streptomycin, 
chloramphenicol, chlortetracycline 
and oxytetracycline. 


The procedure is simple. The 
Dia-Discs are placed on agar plates, 
previously inoculated with the specific 
organism. After incubation, the zone 
of inhibition indicates the degree of 
sensitivity to the antibiotics. 


With the growing resistance and 
day-to-day changes of bacterial 
sensitivity, an accurate method of 
determining antibiotic effectiveness 
has become essential. 


REED & CARNRICK 


JERSEY CITY 6 N.J. 


26 


pital, if it is to discharge its over- 
all obligation to the community? 
There remains in successful hospi- 
tal administration that intangible 
something which involves more 
than figures, budgets, economy- 
consciousness and efficiency tech- 
niques. Perhaps it is not so much 
the words we use but rather the 
spirit which counts. However, one 
hopes that catchy phrases do not of 
themselves make us lose sight of 
the worthy and over-all objectives 
which hospitals seek for their pa- 
tients, their community and their 
nation.—Abstracted from an edi- 
torial in The Canadian Hospital, 
February 1955. 


Hospital costs reviewed 


DURING THE PAST two. decades 
there has been an enormous in- 
crease in the per diem cost of hos- 
pitalization to the sick patient. This 
increase has been necessary to meet 
the demands of better hospital care 
and the ever-improving procedures 
necessary for more accurate diag- 
nosis and treatment. It is true that 
there has been great alleviation of 
the total hospital cost to the pa- 
tient by the shortened hospital stay 
resulting from improved methods 
of treatment and by the rapid de- 
velopment of various types of hos- 
pital insurance. 

Careful consideration of the 
problem of hospital costs convinces 
us, however, that it has phases 
which have been given scant con- 
sideration by the profession and 
none by the laity. It would seem 
that, in justice to the sick patient, 
he should be entitled to a further 
measure of relief from the soaring 
per diem costs. Obviously the hos- 
pitals have to meet the expenses 
not only of daily running but of 
obsolescence and repair. Otherwise 
they would have to go out of busi- 
ness. It has been customary in hos- 
pital practice, and with the justi- 
fication of economic necessity, to 
make the bill to the sick patient 
sufficient to meet these charges and 
show at least some balance in som- 
bre black. 

It seems to us, however, that 
this practice adds certain items of 
cost to the sick patient which are 
ethically unjustifiable. In this cate- 
gory we would include the burden 
of payment for those who are char- 
ity in whole or in part. Of course 
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because its 
flow indicator 

is pressure- 

compensated . . . 


The Livpe R-501 Oxygen Regulator remains — 
accurate despite back-pressure caused by devices 
such as humidifiers, nebulizers, and concentration 
meters. When back-pressure is introduced, the ball 
float drops to a lower reading to show the actual 
flow going to the patient. This feature is particularly 
important today, when high humidity and aerosol 
therapy are being ordered more and more frequently. 
Your supplier will be glad to demonstrate the 
Linpe R-501 Oxygen Regulator. Once you examine 
its many special features and smooth operation, _ 
you will be convinced that the R-501 will handle 
all your oxygen regulation needs with the maximum 


efficiency and economy. Arrange to see it soon. 


The term “Linde” is a registered trade-mark of Union Carbide and 
Carbon Corporation. 
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LINDE AIR PRODUCTS COMPANY | 
A Division of ; 
Union Carbide and Carbon Corporation 
30 East 42nd Street New York 17, N. Y. 
Offices in Principal Cities 
in Canada: Dominion Oxygen Company 
Division of Union Carbide Canada Limited, Toronto 
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these unfortunates must be han- 
died by the hospital and furnished 
the same quality of service given 
those who pay all their bills, but is 
it fair to “load’’—to use an insur- 
ance term—the bills of those who 
actually are able to pay but are 
unfortunate enough to need hospi- 
tal care, to meet an expense which 
in all fairness should be an obliga- 
tion of the community at large? 
Another custom which consti- 
tutes a definite inequity to the sick 
patient is the fact that state, county 
and city agencies almost never pay 


the full cost of the hospital care of 


_ those patients for whom they are 


responsible. Of course they usually 
pay a charge agreed upon for those 
they send in; but this payment, 
when the over-all hospital costs 


‘are analyzed,. practically never 


equals the actual expense of the 
patient’s care. Moreover, it has 
been our observation that these 
agencies never assume responsibil- 
ity for an individual if there is any 


_ question whatsoever of the legal- 


ity of the individual’s claim to gov- 
ernmental aid. 


* 


food service might 


cost you much less 


© The present equipment for the preparation and serving of food 
in your establishment may be in perfect condition. But, are you cer- 
tain that it is as efficient as it might be if it were partially replaced 


and properly rearranged? 


© The investment for such changes might be saved in one year and 
become profits thereafter. In one recent case, new Van equipment 
and rearrangement cut dishwashing personnel from 19 to 12 and 


will eventually reduce it to nine! 


@ Use Van's century of experience to cut your costs now. 


EQUIPMENT FOR THE PREPARATION AND SERVING OF FOOD 


Branches in Principal Cities 


224-244 EGGLESTON AVENUE 


CINCINNATI 2, OHIO 


A further undue increase in cost 
to the patient is the cost of educa- 
tion of hospital personnel, and this 
is especially true of nursing edu- 
cation. The nurse is an absolutely 
essential part of modern life, just 
as much as is the hospital or the 
physician. It is true that the stu- 
dent nurse renders a service to the 
patient, but the basic cost of her 
education, we believe, should be a 
part of the general educational 
structure and not saddled on the 
sick. 

Still a fourth item in the pa- 
tient’s bill which we hold unjusti- 
fiable is that portion of hospital 
cost which makes it possible for 
the hospital to be present in the 
community and ready to take care 
of patients. We might label this the 
“standby” segment of the hospital 
budget. The “standby” element in 
hospital cost is a service to the en- 
tire community rather than to the 
sick individual who uses the facil- 
ity as a matter of necessity, not 
choice. 

We have no readymade answers 
to the questions we pose and no 
panacea for our hospital and medi- 
cal ills. We present the situation as 
we see it for consideration, discus- 
sion and such combined action as 
profession, government and laity 
may be able to decide upon. The 
hospitals in which we practice as 
doctors feel very keenly the injus- 
tice of requiring those unfortunate 
individuals who become ill and > 
have to use the hospital facilities 
to pay for costs that should be met 
by all citizens. The communities 
served by hospitals have required 
them to charge the sick patient for 
all unmet costs, the alternative be- 
ing to close the hospitals. 

Our patients are being charged 
with a cost of hospitalization which 
does not help us doctors in their 
treatment, and only costs which 
help us in the treatment of their 
disease conditions can be ethically 
justified. The hospitals of West 
Virginia are clarifying this situa- 
tion to the people they serve, and 
the inequity is being pointed out 
to governmental. agencies which 
receive services at less than actual 
cost. We, as doctors, can do no less 
than help the hospitals present this 


. Message for community action.— 


Abstracted from an editorial, The 
West Virginia Medical Journal, 
February 1955. 
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For Speed and Efficiency... 
For Simplified O. B. Procedure 


SHAMPAINE 


mor B. TABLE 


The Shampaine Hampton 
offers superior advantages _ 
for the physician, nurse, all per- _ 
sons in O.B. procedure. 


NEW CRUTCH SOCKET 


Permits easy, rapid crutch adjust- , 
ment — lateral, radial and vertical 
— with one lever. Saves wa and 
labor. 


HEAD-END CONTROLS 


All controls conveniently located at head-end for — 
efficiency. 


SHAMPAINE COMPANY, H5-6 
1920 South Jefferson Ave., St. Louis 4, Mo. 


Please send information on the Shampaine Hampton O.B. Table. 


y 


MANUFACTURERS OF A COMPLETE LINE OF 
PHYSICIANS’ AND HOSPITAL EQUIPMENT 
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Reimbursement for 
emergency care 
(Continued from page 24) 
problem of payment for emergency 
cases—both outpatient and inpa- 
tient—has been solved in a way 
which is satisfactory both to our 
county authorities and to the hos- 
pital, and which is, I believe, 
unique. Perhaps our story will aid 
other voluntary community hospi- 
tals to solve this problem. 
Ever since Hackley Hospital was 
established in 1904 it has been a 
receiving hospital, providing care 


to the limit of available facilities 
to all patients, regardless of race, 
creed or social status. Emergency 
cases were always accepted with- 


out question as to payment. How- — 


ever, following World War II in- 
creasing costs made it imperative 
that some method be found to meet 
the costs of emergency care. By 
1947 Hackley Hospital was receiv- 
ing 4,500 emergency cases a year 
—two-thirds of the total for the 
Muskegon area—at a loss of ap- 
proximately $20,000 a year. 

At this point, we took active 


Dr. MALCOLM T. MACEACHERN 
“You cannot afford to overlook 
this wealth of information” 


HOSPITAL PERSONNEL 
ADMINISTRATION 


by NORMAN D. BAILEY, B.A., M.Ed. 


hy 


The Only Comprehensive Text on This Subject 


This new book tells you how to obtain, select, orient, 
train, and keep personnel. It covers every personnel 
function from salary determination to health service. 
Here, at last, is the much-needed text that covers 
this important subject completely and exclusively. 


© 388 Pages © 20 Chapters 


—WwWwitH — 
FORTY-SIX ILLUSTRATIONS — Charts - Forms - Outlines 


© Realistic “Problems and Questions” after each chapter 


© 6 Appendixes 


~ f PHYSICIANS’ RECORD CO., Pablishers H 
PHYSICIANS’ 161 W. Harrison St., Chicago 5, Illinois 
Please send me copies of Hespital Per- 
RECORD co. + sennel Administration at $7.50 per copy. 


[] Remittance is enclosed. 
$ 50 [}) Charge to my personal account. 
[) Charge to hospital account. 
PER COPY Ship to. 


Postage paid (in U.S. ; 

only) tf remittance + Address. 7 

accompanies order. City st 


steps to explain to members of the 
local governmental bodies and the 
community at large the difficulties 
which were facing the hospital. 
After a period of preliminary edu- 
cation, which included discussions 
with many community leaders, we 
defined the problem in an open let- 
ter to the Muskegon Community 
Chest. We pointed out that the in- 
creased services and facilities 
which Hackley Hospital was mak- 
ing available to the community 
without restriction had led to a 
growing financial crisis. Copies of 
this letter were sent to the Cham- 
ber of Commerce and to various 
town and county units of govern- 
ment. 

Following as it did our educa- 
tional campaign, this letter was the 
basis for much serious discussion 
and led to the final solution. The 
County Board of Supervisors de- 
cided that they would accept the 
responsibility of reimbursing the 
hospital for unpaid emergency 
care. 

All accident and emergency cases 
are covered, including obstetrical 


eases in which there has been no 


prenatal care and also emergencies 
involving non-residents of the 
county. The hospital makes every 


effort to collect the bill in the usual 


manner. If, however, no payment 
has been made after 90 days, the 
bill is then forwarded to the Coun- 
ty Board of Supervisors, which 
makes a final collection effort but 
in all cases reimburses the hospital 
for the full amount which is due. 
When there is a change in the 
composition of the Board of Super- 
visors, I have several times ap- 
peared before the Board to explain 
to the new members how the sys- 
tem works. The members are as- 
sured that the hospital does not at- 


- tempt to use the county as a dump- 


ing ground for all delinquent ac- 
counts, but only passes on unpaid 
bills for emergency service after 
all efforts to collect have failed. 
The supervisors have compared 
the costs under this system with 
those in effect in other counties 
and have been convinced that they 
are getting economical service. 
They have increased our allocation 
a number of times. The arrange- 
ment has been very advantageous 
to the county and to the hospital.— 
B. D. DANN, administrator, Hackley 
Hospital, Muskegon, Mich. 
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active source, and the 24-mev betatron shows graphically 
why research and therapeutics are best served by the be*+- 
tron (chart courtesy Saskatoon Cancer Clinic). 


Staff wilt get best research 
and therapeutic results from an 
Allis-Chalmers 24-mev betatron. Com- 
parison with X-ray or radioactive sources 
shows why. You get the highest ratio 
of tumor dose to total body dose with a 
betatron. Skin dose is lowest; energy absorp- 
tion is no greater by bone than by fat or 
muscle tissue; there is a complete absence of side- 
scattered radiation. In addition, direct electron 
therapy with the betatron provides greatest 
possible dose at the tumor, with zero exit dose. 


greater. is less suffering from radiation sick- 
mews, to intervening BETATRON 


electron beam can be used in extremely delicate regions 
without danger of shock. And treatment is simpler — there 
is no need to smear out damaging radiation by rotational means. 


Hospitals equipped with betatrons offer staff and patient 

an unparalleled means for treatment or research. The Allis- 
Chalmers 24-mev betatron has been designed in cooperation with 
medical research. It is within the means of the average hospital. 
It can be operated by present personnel. 

Get more information by calling your nearby Allis-Chalmers _ 
office or writing Allis-Chalmers, Milwaukee 1, Wisconsin, for ee 
with an experienced betatron engineer. 


ALLIS-CHALMERS 
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the roll cover most often chosen by 
institutional and commercial laundries 


HAS JOINED THE R/M FAMILY 


And you will be the benefactors. Both you who are already REVOLITE 
customers, and you who have yet to enjoy its economy and quality. 

We are pleased to announce that the entire REVOLITE sales and service 
organization is being retained by Raybestos-Manhattan. W. A. Michie, 
sales manager of REVOLITE for the past 18 years, will continue to serve 
in that capacity. J. A. Bettes, Jr. will become the general manager of the 
new division, and also continue as sales manager of the Asbestos Textile 
Division of R/M—a position in which for the past 15 years he has been 
closely associated with the development of pads and fabrics for REVOLITE. 

The service for which REVOLITE has been so famous will now be ex- 
panded by warehousing at two points. Eastern and Midwestern states will 
be serviced from Manheim, Pa. Southern and Southwestern states will be 
supplied from No. Charleston, S.C., through American Associated Com- 
panies. All other areas will continue to be serviced by established 
REVOLITE distributors. 

The research techniques which have made Raybestos-Manhattan 
America’s foremost manufacturer of asbestos textiles will now be extended 
to the development of even better asbestos pads and covers for your flat- 
work ironers. And our goal will always be the ‘most ironing possible at 
the lowest feasible per day service cost.” 


INC. 


REVOLITE DIVISION soo Fifth Ave., New York 36, N.Y. 
Phone: Bryant 9-4390 


RAYBESTOS-MANHATTAN, INC. - Asbestos Textiles - Packings - Brake Linkage « + Brake Blocks 
Clutch Facings + Fan Belts - Radiator Hose - Rubber Covered Equipment - Industrial Rubber, 
Engineered Plastic, and Sintered Metal Products ~- Abrasive and Diamond Wheels - Bowling Balls 
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IN THE KELEKET 
MULTISCOPE 


Here is everything in a single, space-saving 
diagnostic combination for advanced 
radiographic and fluoroscopic technics: 
Deluxe quality, ruggedness and convenience... 

low price... two-tube operation... yet 
especially designed for high kilovoltage technics . . . 

full-wave rectified... 200 MA capacity af 125 PKV. 
Write for free detailed literature today! 


<=F 210-6 West Fourth Street * Covington, Kentucky 


Export Soles: Keleket Internationa! Corporetion * 660 First Avenve, New York, N.Y 
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How A Prominent Chicago Hospital Increased | 
Laundry Production Within Its Limited Space! 


| The PRESBYTERIAN HOSPITAL, one of Chicago’s leading institutions, needed 
increased extraction capacity within a limited space. ZEPHYR famous 
| HYDRAXTORS not only made good beyond expectations on these counts, 
. but in addition they provided extraction with no increase in labor costs, 
no vibration, no balancing of load, less maintenance... all this and more, 


PLUS LOWER INITIAL COST! 


Let us prove to you how Zephyr HYDRAXTORS will increase YOUR 
production in a minimum space with savings in labor, power, etc., at 
only a small initial investment. Send for complete information today. 


HYDRAXTOR COMPANY 


Division of ZEPHYR LAUNDRY MACHINERY COMPANY , 
3500 Touhy Avenue, Skokie, Illinois . (Factory: 400 W. 21st St., Moline, Ill.) 
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STAINED DISHWARE! 


Diversey DUAL-DIP quickly and safely re- 
moves unappetizing stains from plastic and 
china, gives your dishware a like-new luster, 
color and brilliance. Just dip stained dishware 
in a non-toxic Dual-Dip solution and stub- 
born stains disappear in as little as 15 minutes! 
Remarkable new Dual-Dip is just one of 
many new Diversey products developed specifi- 
cally to cut costs in the food serving industry. 


COSTLY HAND TOWELLING 


Think of the labor savings that can be yours 
now that the RINSEMASTER-ZEROSPOT 
system has put an end to towelling of silver 
and dinnerware. The Rinsemaster is a com- 
pact electronic unit automatically feeding a 
controlled solution of Zerospot into the final 
rinse of your dishwashing machine. Zerospot 
conditions rinse water to permit faster air dry- 
ing without spotting . . . without towelling! 


ALMOST CLEAN DISHES 


There is no reason why you should have food 
left on dinnerware after washing! You never 
will with Diversey LUSTRAL machine dish- 
washing compound. It knifes through greasy, 
dried-on food deposits, then carries all con- 
tamination away, leaves spotless, sparkling 
surfaces. Lustral controls water hardness, pre- 
vents scale build-up. And its unique, thorough 
cleaning action eliminates frequent destaining. 


IRRITATED HANDS 


Here’s a hand-dishwashing compound that’s 
as harmless to hands as plain water! It’s TIG, 
Diversey’s new concentrated liquid compound 
that’s completely neutral yet cleans faster, 
more thoroughly. It has no harsh alkalies, so 
its formula contains more emulsifying and dis- 
persing agents than ever before possible. Tig 
lasts longer, absorbs far more fat and grease 
... and comes with a free calibrated dispenser 
that stops needless compound waste. 


CRUSTED PANS 


Baked-on deposits on pots and pans were a 
problem that called for harsh compounds and 
intensive scrubbing. But now DICOPAN’S 
powerful penetration removes baked-on de- 
posits with ease. It’s economical, too. . . solu- 
tions last longer, absorb more heavy contami- 


nation without loss of suds. Dicopan for hand 
washing of pots and pans is another example 
of scientific sanitation at work. 


HARMFUL BACTERIA 


Bacteria may cause off-odors and off-flavors in 
foods. Use DIVERSOL CX, a combination of 
film-penetrating phosphates and sodium hypo- 
chlorite to protect the high quality you now 
have. Non-corrosive Diversol CX not only 
controls bacteria but cleans and deodorizes 
as well. Colored pink, it can’t be mistaken for 
food ingredients. Ask any dairy about Diversol. 
CX, its sure bacteria kill-power has helped 
maintain high quality milk production for 
many years. 


INSECT CONTAMINATION 


Non-toxic DIVERSIDE insectiside contains 
Pyrethrum, a powerful insect killer in itself, 
plus newly developed insecticidal chemicals— 
multiplying its kill power many times. 
Diverside is harmless to humans yet is a swift 
insect killer that will be your insurance against 
contamination. A ten-second test with 
Diverside may find hidden breeding places in- 
effective control programs do not reach. | 
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A WORD ABOUT COLOR-CODING 


Diversey pioneered the use of coloring products to pre- 
vent the possibility of mistaking sanitation for food 
ingredients. Wherever necessary and possible, Diversey 
products have a distinctive color, one which kitchen 
personnel will quickly associate with their assigned jobs. 


f 
See the'D' Man 


THIS MAN WANTS 
TO WORK FOR 


He’s your Diversey D-Man, one of over 200 specially trained sanitation experts who. 
are ready to put Diversey’s 30 years of experience in sanitation to work for you. 
Your D-Man can be an unpaid addition to your kitchen staff. He will train your - 
personnel in the “how-to’’ of keeping your equipment and facilities sanitary with a 


minimum of effort and inventory. 


: We invite you to find out more about Diversey. There is no cost or obligation for -| 
information on Diversey products and services. Just write on your letterhead to: 


412 Park Bidg. : 101 Marietta St. Bidg. 


Cleveland 14, Ohio Atlante 3, Georgia 
Newark 5, New Jersey Kansas City 6, Mo. 
. 1820 Roscoe Street, Chicago 13, Illinois 2614 Nicollet Ave., South 1314 Wood Street 
Minneapolis 8, Minn. Dalles |, Texas 
ia: The Diversey Cc ion (Canada) Itd., 525 Morket St. 5720 imperial Highway 
San Francisco 5, Calif. South Gote, Colif. 
665 Twelfth St. Joshua Green Building 
Macon, Georgia Seattle 1, Washington — 


MAKING SANITATION A SCIENCE 


« 
x. 
A 4 | ‘ 
| 
/ N | 
~~ 
| i | 
| 
\ 
ee 


2 


Oll-free, Trouble-free, Quiet... the simplest, most efficient pump available 
for use wherever compressed air or regulated suction is desired 


Special Features of Air-Shields’ new COMPRESSOR-ASPIRATOR 


_ Convenient carrying handle ¢ Large, easy-to-read gauges 


Heavy-duty, ball-bearing 1/6 HP motor for continuous 
operation 

Bendix filter — effectively traps all particles above 0.0015 inch 

Safety ball trap — prevents aspirated moterial from entering 
pump if suction bottle accidentally overflows 

Sturdy, plastic-coated rack with five rubber feet hoids pump 
and suction bottle securely, eliminates noisy vibration 

3 . . light in weight, easy to keep clean 

Standard model is 115 volt, 60 cycle, AC. Write for prices 

and information regarding models for use with other currents. 
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SSOR-ASPIRATOR 


Provides: Oil-free, filtered air at controlled 


pressures up to 30 pounds 


as well as controlled suction at negative | 


pressures up to 20 inches of mercury 


Air-Shields’ new Compressor-Aspirator is a 
diaphragm-type pump—completely new and 
unique in the hospital field. It operates entirely 
without oil and thus eliminates virtually all the 
problems encountered with old-style pumps. 
Since this pump operates ‘“‘dry”’, clogging and 
freezing cannot occur, contamination of the 
delivered air with oil vapor is impossible and 
operating care is minimal— nothing to do but 
clean the small muffler-trap jars from time to 
time. Even if aspirated material is inad- 
vertently drawn into the pump it’s a simple 
matter to remove the gauge assembly, wash 
and dry the parts, and reassemble. 


BUILT FOR CONTINUOUS DUTY at 15 


pounds pressure, this new pump can be 
plugged in and forgotten! No gore filling of 
qil_jars, no more clogging or freezing, no 
breakdowns or burn-outs and no time lost for 
repairs. Even the motor is permanently pre- 
lubricated and requires n9 giling—ever. 
QUIET, TOO— quieter than any pump of com- 
parable size and capacity . . . this pump doesn’t 
whine, it purrs! | 


1/R-SHIELDS, INC 


Manufacturers of Specialized Medical Equipment 


HATBORO, PENNSYLVANIA 
Phone: OSborne 5-5200 
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Methods improvement 
I have been trying to compile some 
information pertaining to industrial 
engineering and methods improvement 
as they are applied to the field of hos- 
pital administration and hospital oper- 
ation. So far, I have been relatively 
unsuccessful in obtaining material on 
this subject. 

Organized programs of methods 
improvement are relative new- 
comers to the hospital field. There- 
fore, very little has been published 
on this subject. 

Two publications may be of help 
to you. A study at Harper Hospi- 
tal in Detroit, Michigan was pub- 
lished in the spring of 1954 by G. 
P. Putnam’s Sons, New York. The 
book, The Improvement of Patient 
Care, was written by Marion J. 
Wright, R.N., after a study by Miss 
Wright undertaken with the co- 
6éperation of the American Hospi- 
tal Association. 

Also last spring, the Committee 
on Methods Improvement of the 
American Hospital Association 
published an Interim Report, 
which is a description of several 
hospital methods improvement or 
work simplification programs. This 
publication may be obtained by 
writing to the American Hospital 
Association at 18 E. Division St., 
Chicago 10, Ill. The price is 75 
cents.—ANN S. FRIEND. 


Aids to fund campaign 


Our local hospital is planning a 
campaign to raise funds for building 
an addition. Do you have any material 
that would be helpful, including some 
forceful newspaper ads for publiciz- 
ing the need for the proposed addi- 
tion? 


We are sending a tear sheet of 
a full-page ad which is adaptable 
for the purposes described. The 
mats for the artwork on this ad- 
vertisement are available from 
the American Hospital Association. 
Also, in the collection of kits, 


A 
oF 


4 


“Telling Your Hospital Story,” 
there is a wealth of material which 
could be used as advertising mat- 


S. SCHECHTER, assist- 


ant director of public relations. 


Evaluating sed change 
n type of service 


A fraternal organization operates 
this convalescent orthopedic hospital. 
There are facilities for two or three 
times the number of children who have 
been cared for. We have been inves- 
tigating the possibility of admitting in- 
digent children who need convalescent 
care from heart diseases, nephritis. 
and diseases of the chest of the non- 
contagious type. We have been advised 


that there is a need for such assistance 


in this state. However, we wish to be 
sure of this need and we wonder 
whether or not your Association could 
make a survey for us. 

The American Hospital Associ- 
ation does not conduct surveys for 
individual hospitals. We would 
recommend that you get in touch 
with the Hospital Facilities Di- 
vision of your State Health De- 
partment. In your state, as in 
all others, surveys of existing 
hospital facilities have been made 
to determine priorities under the 
Hill- Burton Act. The Division 
should be in a position to give 
you general information as to the 
need for the service you describe. 

It might be advisable in your 
situation, however, to conduct an 
intensive survey, perhaps through 
employment of a hospital consul- 
tant. We maintain a roster of hos- 
pital consultants and a copy of 
this roster is being sent to you 
for your use.—Howarp F. Cook. 


Fire alarm gongs 


We would like to know whether 
any evidence exists regarding the dis- 
advantages and advantages of install- 
ing eight or ten fire gongs on each 
floor of a nursing home. Of course, 
the alarms would be audible to pa- 
tients and employees alike. We are 
particularly interested in any evidence 
of the psychological trauma to pa- 
tients from use of such gongs. 

We have no authoritative data 
on the subject of possible psy- 


chological trauma to patients from 
use of such fire alarm gongs in the 
nursing homes. However, it is a 
well-recognized principle of safety 
engineering in relation to fire 
hazards that in evacuation proce- 
dures panic must be avoided. We 
recommend to hospitals that fire 
alarm systems be designed to 
alert attending personnel and fire 
protection authorities without 
alarming patients. Fire emergency 
programs must be developed to 
suit each individual institution.— 
CLIFFORD WOLFE. 


Staff doctors’ pensions 

Can you give me any information 

on pension plans provided by hospitals 
for staff doctors? 

Pension plans are provided by 

a number of hospitals in those in- 


_ stances in which physicians are on 


salary, for instance, the many 
teaching hospitals. These plans 
usually differ little from those pro- 
vided, for example, by universi- 
ties to nonmedical faculty. In most 
of these, the physician pays a cer- 
tain percentage of his salary into 
the fund, usually by authorized 
payroll deduction, and the hospi- 
tal contributes a set amount, usu- 
ally somewhat greater, directly to 
the fund. 

We do not know of any pension 
plan set up for physicians who are 
not on salary, but there may be 
such.—SARAH H. HARDWICKE, M.D. 


Ethical advertising 


_ Advertisements have been appearing 
recently in one of the nearby news- 
papers, extolling the virtues of a com- 
munity hospital, a nonprofit institu- 
tion. These ads have a definite huck- 
sterish note about them In singing the 
praises of just one hospital, they seem 


to be casting, by indirection, asper- — 


sions on all the other nearby hospitals. 
Are such advertisements ethical? 
It is our feeling that advertising, 


which after all is just one of the 


media of publicity, is not unethical 
per se. However, such advertising, 
as all publicity, must conform 
with ethical practices recognized 
by the hospital field. The Code of 
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Will mechanized flatwork finishing 
cut costs in your laundry? 


Let’s see how long it takes for modern labor-saving 
equipment to pay for itself, in the average laundry. 


In folding sheets, tablecloths and other large pieces 
a Troy “Fleximatic’® Folder and one girl can fold 
as much as 3 girls folding by hand. Assuming an 
average wage of $35 per week per girl, the “Flexi- 
matic” ® Folder pays for itself in 28 months . . . from 
savings in labor costs alone. 


The small-piece Troy “Fold-Fast’® Folder auto- 
matically folds, stacks and counts up to 2400 towels, 
napkins, etc. per hour. A “Fold-Fast”® Folder and 
one girl are the equal of 3 skilled girls folding by 


Division of American Machine and Metals, Inc. 
East Moline, Illinois 


“World's oldest bai 


hand . . . so savings in direct labor costs pay for the 
“Fold-Fast”® Folder in about 18 months, : 


FREE SURVEY SERVICE 


But how about your laundry? To find out whether - 


the savings would be worth the investment, call on 


_ Troy’s free Survey Service. A trained Troy man will 


survey your present equipment, methods and volume, 
then submit comparative figures based on new labor- 
saving machinery. And if he can’t show you worth- 
while savings, he will recommend no changes. Simply 
mail the coupon now. Also request Troy's free “Pay- 


Off Calculator,” which tells how soon labor cost sav- — 


ings will pay for new equipment. 


MAIL: COUPON TODAY! 


TROY LAUNDRY MACHINERY, Dept. H-655, East Moline, IMlinois 


Division of American Machine and Metels, inc. 


C1) I wish to take advantage of your Survey Service. This does not 
Send me free “Pay-Off Calculator.” 


obligate me in any way. 
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Hospital Ethics adopted in 1941 by 
the American Hospital Association 
and the American College of Hos- 
pital Administrators states: ““There 
should be no solicitation for pa- 
tients by a hospital or by any per- 
son connected with it.” It further 
states that “information relative 
to the activities of a hospital 
should not be designed to secure 
comparative advantage over other 
hospitals or personal aggrandize- 
ment of any individual.” 

It seems to us, therefore, that 
all advertisements must be meas- 


ured against these ethical criteria 
to determine whether or not they 
are acceptable. 

The Code of Ethics for Hospital 
Publicity issued by the AHA, as 
quoted from Dr. Malcolm T. Mac- 
Eachern in Hospital Organization 
and Management, says that “pub- 
licity by clinics, sanatoria and 
other semi-public medical institu- 
tions as to quality of work done 
implies unusual and exceptional 
ability and efficiency on the part 
of their professional staffs and 
therefore is advertising of the 


Action 


i nterchangeability 


Performance 


Rapid assembly — tougher 
— stronger — more resistant 
to breakage — reduced re- 
placement costs— longer life 


Before choosing be sure to see 
this VIM interchangeable syringe 


and other VIM products 


medical men concerned. This type 
of advertising distinctly savors of 
quackery. and is unethical.” 

His text on hospital administra- 
tion also says: “Self-laudation 
lowers the tone of the hospital and 
is unjustifiable.’”—James E. HAGUE. 


Re-evaluating equipment 


This 25-bed hospital has been op- 
erating since May 1950. At that time 
equipment was obtained through vari- 
ous sources, such as war surplus. As 
the result of these purchases, there is 
a figure standing on our books in the 


amount of $36,000, which covers our 


total inventory. This inventory includes 
a complete laboratory, x-ray depart- 
ment, surgery, case room and such — 
other departments as would be ex- 
pected in a hospital of this size. 

We are now faced with the problem 
of revaluing our furniture, fixtures 
and equipment to a figure that will 
more closely approximate today’s re- 
placement cost. Any advice as to the 
way this matter could be handled 
would be greatly appreciated. 

We would suggest one of three 
courses in re-evaluating your 


‘equipment. based on today’s re- 


placement cost. One alternative is 
to secure the services of a firm 
of management engineers. Such a 
firm should have had, if at all 
possible, previous experience in 
doing this work for hospitals. A 
second course is to obtain the coun- 
sel of hospital equipment sales 
representatives in your area. Hos- 
pitals and clinics have often found 
these men helpful in determining 
equipment replacement costs. The 
third course would be to obtain 
the services of a firm of certi- 
fied public accountants, preferably, 
who have had experience in ren- 
dering services to hospitals. Your 
fire insurance carrier may also be 
of help to you in deciding which — 
course of action you might follow. 
—RONALD A. JYDSTRUP. 


Filing clippings for reference 


Can you tell us a good way to file 
articles clipped from the journals so 


that they do not tear with steady use? 


We have been storing them in folders, 
but this has not proved to be very 


satisfactory. 


We unstaple magazines, rather 


than cut the pages, thus allowing 


a wider left-hand margin. The 
article is trimmed with a paper 
cutter and then stapled.on the 
left side, in three or four places, 
to 8% x 11” punched paper. A 
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COLOR-BANDED... easier to sort... better to use 


Faultless Epiderm Gloves are banded on the upper 
wrist, have special advantages in sorting and in 
surgical use. Five different colors identify sizes, 
avoid errors, save sorting time and trouble, Bands 
reinforce and strengthen pull-on area, hold glove 
more securely on sleeve of gown. 

Faultless Epiderm Gloves are made of finest natural 


Faultless Epiderm Gloves are tissue thin and ana- 
tomically shaped for easy flexing. Less tension on 
fingers and hand, less fatigue. Purity of highest 
_ quality materials assures low incidence to dermatitis. 
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rubber latex. Have many superior features: Tissue 


thinness for extra sensitivity. Correct shape and 


gauge for utmost comfort. Unusual strength and tear 


_resistance. Durability for long life and true economy. 7 


Epiderm Gloves are available in color-banded and 
rolled wrist styles, in white latex and brown latex. 
Order from your surgical supply dealer, or write. 


Homer Higgs Associates, Inc., 200 Fifth Ave., New York 10, N. Y. 


The Fauitiess Rubber Co., Ashland, Ohio 


Gentlemen: Please send catalog and full information on 
Epiderm Surgeon’s Gloves; also name of nearest surgical supply 
dealer. 
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thin-wire stapler is used; ordinary 
staples make for bulkiness in the 
bottom edge of the folder in which 
the clippings are filed. When the 
clippings are mounted in this way 
they have more body and are less 
easily abused. The mounting paper 
need not be punched unless the 
articles are to be kept in a ring- 
binder notebook. 

The source should be carefully 
recorded on every single piece of 
literature, giving the full biblio- 
graphic reference — journal, vol- 
ume, paging and date. In our col- 


lection we also stamp the year 
of publication in the upper right 
hand corner; this facilitates later 
discarding when the age of the 
material is a determinant factor. 
A library might find it necessary 
to stamp each item with an owner- 
ship identification mark, especially 
if material from the clipping file 
is permitted to circulate.—HELEN 
YAST. 


Removing deposit from 
washer cylinder 


Our laundry is experiencing consid- 


To increase the rate of flow... 


the AO STERILE FLUIDS PUMP 


For Whole Blood, Plasma and Sterile Fluids 


Here is the answer to a long felt need for a simple portable 
pump to increase the rate of flow to the patient. 


The AO Sterile Fluids Pump may be held by hand or 
clamped to the pillar of an irrigation stand, with the aid of 
a disposable adapter set the pump can be connected to intra- 


venous infusion sets. 


The pump does not require sterilization since no part of 
the pump contacts the fluid. When desired, the pump may 


be instantly returned to gravity feed. 


The AO Sterile Fluids Pump may be clamped to the 
vertical pillar (4° or 34° diameter) of an irrigation stand. 


Ask your AO Distributor or Representative to show you 
the new Sterile Fluids Pump or write to Dept. R200. 


Aimericgn Optical 
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erable difficulty with its washes be- 
cause a grey wax, flaky type material 
is adhering to the washer cylinder. We 
have tried hydrochloric acid, alcohol, 
caustic soda, and ether to remove this 
material. None of these have been suc- 
cessful. 

The condition you describe may 
be caused by a number of factors. 
First, it is possible that your wash 
formula is not correct for your 
purpose. Secondly, souring plays 
an important part in this condi- 
tion and it is possible that either 
you are not souring enough or that 
you are souring before a thorough 
rinsing operation. Lastly, the hard- 
ness of the water may be the . 
cause of this accumulation of ma- 
terial on the washer cylinder. 

From the description, the ma- 
terial is undoubtedly metallic lime 
soap. We suggest that the mate- 
rial be removed in the following 
manner: with the washer empty, 
give it a strong oxalic acid bath 
with the water temperature at 
180 degrees for about ten minutes. 
For an average size washer, use 
about three pounds of oxalic acid 
crystal to bring the bath to de- 
sired strength. Dump this out, and 
rinse. Next, prepare a strong al- 
kali bath, using caustic soda, and 
let run from ten to fifteen min- 
utes, the same temperature being 
maintained. Two or three pounds 
of caustic soda should be sufficient. 

The above procedure should be 
adequate for the usual problem 
of accumulation of metallic lime 
soap, but it may have to be re- 
peated two or three times, until 
the condition is completely elimi- 
nated. 

After you have removed the 
deposit, we suggest that you check 
your laundry procedure carefully, 
especially the formula itself, and 
the souring operation. Also, the 
water should be evaluated to de- 
termine its hardness.—JOSEPH A. 
WILLIAMSON. 

Volunteers’ uniforms 

Could you please tell us the firm 


from which we could order our cherry- 
red volunteer uniforms? 


The Committee on Hospital Aux- 


iliaries of the American Hospital 
Association does not, of course, 
recommend any company to sup- 
ply uniforms for auxiliaries. If 
your group is interested in order- 
ing the cherry-red uniforms, we 
suggest that you discuss it with 
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If your present x-ray therapy unit is not up-to-date 


Now the time trade 


new, versatile... 


For a limited time, General 


Electric is giving you the 
Opportunity to enjoy the im- 
proved maneuverability and 
radiation output of the Maxi- 
mar 250-III on most attractive 
trade-in terms. 


Egger: of constant refinement of the original 
time-tested design, Maximar 250-III is the 
ideal replacement for older-style Maximars that 
have served so long and so well in so many 
therapy departments. Or have you another ‘‘old 
veteran” that should be retired? 

Under normal patient loads, a single Maxi- 
mar 250-III meets all your needs for complete 
superficial, intermediate and deep therapy. Here's 
remarkable flexibility — based on small head 
size . . . variety of cones and filters . . . wide 
range for continuous therapy, from 80 to 250 
kvp at 15 ma. 

You get easy positioning, compactness, attractive appearance. And, 
of course, you get all the dependability and consistency of radiation 
output that have made Maximar top choice for long-life performance. 

If your department isn’t Maximar-equipped, or if you have a Maximar 
that’s outlived its time, your G-E representative will give a facts on a 
new unit and explain the details of our special trade-in offer. For illus- 
trated literature, write X-Ray Department, General Electric Company, 
Milwaukee 1, Wisconsin. Ask for Pub. L62. 


Progress Our Most Important Product 


GENERAL ELECTRIC 
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your administrator or, through 
him, with the purchasing agent. 
Order the uniforms through one of 
the companies which serves your 
hospital.—-ELIZABETH M. SANBORN. 


Accounting procedures 

We have a 60-bed hospital, and we 
wonder whether or not we have a 
proper setup for our balance sheet ac- 
counts. Some of the specific questions 
we have in mind are: (1) Is it ad- 
visable to set up reserves for depreci- 
ation on buildings and equipment 
when we have little or no surplus cash 


with which to fund these accounts? 
(2) If this is advisable, what is the 
accepted way to establish a fair value 
of the hospital buildings and equip- 
ment? Should the present value be 
arrived at by taking the original cost 
of the assets and depreciating the 
asset from the time it was acquired, 
or should an appraisal be made on the 
basis of replacement at today’s prices 
and depreciation be taken from such 
time as the appraisal is completed? 
(3) Is there any accurate “rule of 
thumb” guide in the hospital field 
whereby you can fairly compare your 
financial position with other hospitals 


Staphene Completely Effective 
Against MYCOBACTERIUM TUBERCULOSIS 
even in the presence of large masses of sputum 


Against mycobacterium tu- 
berculosis, a recently concluded 
test series covering a four- 
month period has demonstrated 
by guinea pig injection that in 
10 minutes at 20°C a 1% solu- 
tion of STAPHENE is com- 
pletely effective even in the 


presence of large masses of © 


sputum. 


Tests of STAPHENE'’S effect 


on tubercle bacilli were run in 
Los Angeles, California, at a 
nationally known 50-year old 
Tuberculosis Sanatorium, a pri- 
vately endowed institution de- 


voted exclusively to treatment 


of tuberculosis. They were con- 
ducted under the direct super- 
vision of the Director of Labora- 
tories for the sanatorium, whose 
work in the field of tuberculosis 
control has been extensively 
published. The evaluation of 
STAPHENE by the Director 
was conducted in accordance 
with his published method and 
extended over a period of near- 
ly four months. 


STAPHENE is a_ general 


42 


purpose disinfectant which ob- | 
tains maximum bactericidal and 
fungicidal action from. ortho- 
phenylphenol, 2-chloro phenyl- 
phenol and p-tertiary amyl 
phenol by compounding with 


soap, organic detergents and 


sequestering agents which pro- 


mote penetration and lend per- 
manent synergistic actuation. A 
concentrate, STAPHENE’s rec- 
ommended use solutions are 
highly non-specific, being ef- 
fective against a broad range of 
gram-positive and gram-nega- 
tive bacteria including E. ty- 
phosa, M. aureus, E. coli, Strep. 
hemolyticus, Strep. viridans, Cl. 
sporogenes even in the pres- 
ence of organic matter. Thev 
are also active against fungi, 
including Epidermophyton in- 
terdigitale and Tricophyton 
purpureum. 


Complete scientific data on 
product and tests conducted 
with STAPHENE will gladly 
be sent upon request. Write to 


VESTAL INC. 4963 Manchester Ave. 
St. Lovis 10, Missouri 


of your area? (4) Are national figures 
available on the percentage of loss on 
bad debts? 

(1) The Principles of Payment 
for Hospital Care specifically rec- 
ommend that the depreciation be 
included as an element of cost in 
dealing with third parties who as- 
sume responsibility for care of spe- 
cific groups of hospital patients. It 
is recommended that depreciation 
on buildings and equipment be 
recorded and included as an ele- 
ment of cost. It is advisable to fund 
this depreciation wherever pos- 
sible. | 
(2) Depreciation should be com- 
puted on the original cost of as- 
sets, as recommended in Section I, 
Uniform Statistics and Classifica- 
tion of Accounts, of the Handbook 
on Accounting, Statistics and Bu- 


-siness Office Procedures for Hos- 


pitals, published by the American 
Hospital Association in 1950. 
(3) The statistics contained in 


the Administrators Guide Issue of 


HOSPITALS, the Journal of the 
American Hospital Association, 
contain information which would 
help you in comparing your finan- 
cial position as far as total income, 
patient income, total expense, etc., . 
with that of other hospitals in 
your area. 
(4) The 1953 rate survey of the 
American Hospital Association dis-- 
closes that 96 hospitals in your 
region reported 4.6 per cent of 
their total billed income was un- 
collectible—-RONALD A. JYDSTRUP. 


History of HOSPITALS 


Could you please send me informa- 
tion concerning the history of HOS.- 
PITALS, the Journal of the American 
Hospital Association? | 

Number I, Volume I, of the 
Bulletin of the American Hospi- 
tal Association appeared as a 
quarterly publication devoted to 
the discussion of Association af- 
fairs and to subjects of interest 
to hospitals and allied institutions 
in April 1927. Two years later 
it became a monthly publication. 

In January 1936, the Bulletin 
was replaced by HOSPITALS, this 
name being chosen as “inclusive 
of everything to which hospital 
service may pertain; it emphasizes 
its interest in every institution 
and its personnel without any 
qualifying adjective; it is. intimate 
and personal and brings to our 
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EXCLUSIVE WITH MEAD... 
” 


FOR PARENTERAL INFUSION 


... 
... always safe 


Mead’s exclusive infusion system, 
constantly closed to room air, provides 
maximal control of asepsis at all times, 
The Mead filter* at the air inlet 
sterilizes all incoming air, when vacuum 
is released, and throughout infusion, 


One-piece, solid rubber fe pe together 
with vacuum packing, doubly assures 
sterile, stable, non-pyrogenic solutions. 


*U.S. patent 2,568,108 


Shatter-proof dripmeter—easy to hold 
and easy to insert. 


and tubing, permits instant filling of 
SERIES HOOK-UP dripmeter, and avoids troublesome air 
FOR CONTINUOUS INFUSION bubbles in tubing. 


The Mead Series Hook-Up Unit permits 
instant attachment of sdditional 
} infusion flasks. In prolonged infusions 
that penn asepsis is assured by the Mead air-filter. 
| Incoming air is always filtered, | 


These exclusive features, along with many 
others, represent Mead’s constant and 
intensive effort to provide the ultimate in 
refinement for patient protection and 
convenience in use. 


TAKE ADVANTAGE OF MEAD’S COMPLETE PARENTERAL LINE 


Amigen Levugen Dextrose Special Standard Parenteral Biood 
(protein) © (fructose) Solutions Electrolyte Electrolyte Solution Flasks and 
Solutions Solutions Solutions Solutions Equipment Equipment 


AVAILABLE TO YOUR HOSPITAL FROM CONVENIENTLY LOCATED MEAD WAREHOUSES 7 
MEAD JOHNSON & COMPANY @ EVANSVILLE, inpiann, 
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membership not only a sense of 
possession but a pride in owner- 
ship.” Several times since 1936, 
the cover and typography have 
been changed, the most recent 
cover revision taking place in May 
1949. Increased use of illustrations, 
improvements in editorial content 
and the addition of department 
sections and special features are 
characteristic of the progress in 
recent years. However, the Jour- 
nal’s aim is the same now as it 
was in 1936 when the Board of 
Trustees declared HOSPITALS had 


“but one thought and one pur- 
pose: service to our hospitals 
and to the men and women who 
staff them.’’—-HELEN YAST. 


Dyeing linens 

We plan to convert our operating 
room linens to a green color, and we 
are very much interested in dyeing 
some of our present white linens to 
match the new green linens. Could 
you please advise the best kind of fast 
dye and the procedure which our 


- laundry manager should follow? 


There are a number of color-fast 
dyes on the market today and I’m 


‘ln 


The D.A.I. quick knockdown 
kill formula is based on Pyre- 
thrum, Allethrin, Sulfoxide, and 
PRALYTEX Rotenone*—the 
safest of known insecticide 
chemi 


ECONOMICAL TO USE 
Each bomb treats over 600,000 
cu. ft., or 10,000 cu. ft. over 


NO DEPOSITS—NO RETURNS 
List Price $8.70 ad 3-Lb. Bomb. 
Each unit is 


complete with 
no extra valves o nozzles to buy 
pictured as it will be shi 


safe to humans. 


OBTAIN FROM YOUR 
LOCAL INSECTICIDE 
SERVICE FIRM 


£20005 


SURE KILL FOR FLYING INSECTS 


sure your laundry equipment and 
supply salesman could assist in 
selecting the correct dye. You 
should be sure, of course, that 
the dye is supplied by a reputable 
manufacturer who can refer you 
to others who have used this prod- 
uct. In general, previous difficul- 
ties with fast-color dyeing of silk, 
rayon and wool have been over- 
come. Cotton goods are not usually 
affected by normal washing. 

The Hospital Laundry Manual of 
Operation, published by the Amer- 
ican Hospital Association, gives the 
following formulas for dyeing op- 
erating room linen: 

“Wash the linen to be dyed in 
the usual manner with the washer 
loaded to not more than two-thirds 
of its regular capacity. All loads 
should be washed first, whether 
or not the linen is new. It is im- 
portant that all mill sizing be re- 
moved. The linen should be kept 
slightly on the acid side. 

“In preparing the dye bath, the 
water drawn into the laundry 
washer should be- neutralized by 
the addition of enough formic 
acid to bring the pH of the water 
to about 6.8 which is slightly acid. 
Unless this is done, excessive 
bleeding of the dye will occur in 
the final rinses after concluding 
the dye operation. The linen should 


be well covered in the washer. 


In a 42” x 84” wheel, this should 
be about ten inches of water. 

“With dye bath prepared, the 
dyestuff should then be predis- 
solved in a pail of hot water—at 
the rate of 12 ounces to 100 pounds 
of white clothes, dry weight—to 
which has been added one ounce 
of a penetrant. While the washer 
is in motion and turning toward 
the operator, the dissolved dye 
should be poured on to the re- 
volving cylinder. The dyeing oper- 
ation should be started at 100 de- 
grees and increased to 150 degrees 
within five minutes. Then 20% 
common salt should be added to 
the dry weight and the tempera- 
ture increased to about 200 degrees 
during the next 20 minutes. This 
makes a dyeing cycle of 25 min- 
utes, at the conclusion of which 
the material should be up to the 
color desired. Drop the dye bath 
and give two five-minute cold 
rinses. Then extract and finish in 
the usual manner.”—JOSEPH A. 
WILLIAMSON. 
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to use in restau- yout 
rants, hospitals, | 
super markets | 
other 4 
ood-selling 
imes. 
establishments— | 
wherever Flying | 
insect control 
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One-hand, one-finger 
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MAKE YOUR 


The Castle THERMATIC SYSTEM is adaptable to any standard make 
of cylindrical or rectangular pressure sterilizer . . . virtually all models 


whether old or new. Only three component mechanisms . . . CLOCK — 
CONTROL — LOCK .. . comprise the complete electromatic system. 


CLOCK (Tempotherm*) . . . Timer, Recycler 


The Tempotherm Clock may be installed as an independent unit to 
provide the service of visual timing and automatic recycling. Manual 
operation of all actuating valves is required. Recycling is automatic 
in the event chamber heat falls below sterilizing temperature during 


the exposure period. 
CONTROL [Thermatic Control*) . . Mechanically Actuates Cycle 


The Thermatic Control assembly automatically actuates all successive 
phases of jacket and chamber heating, sterilizing and cooling, in 
proper sequence, as one uninterrupted cycle. The Control functions 
only in conjunction with the Tempotherm Clock. 


LOCK  (Sterilock*) . . . Impounds the load 


The Sterilock unit serves to impound the load from the instant the 
safety door is secured throughout the total consecutive phases of the 
sterilizing cycle. It functions only in conjunction with the Clock and 
Control mechanisms. By its operation, the sterilizer door cannot be 
opened until the flashing signal on the Clock indicates that sterilizing | 
has been accomplished. . 


IMPORTANT— The Castle Thermatic System may be installed as: CLOCK 
only . . . CLOCK-CONTROL only . . . CLOCK-CONTROL 
LOCK complete, to provide the degree of automatic operation i 
and safety control demanded. 


*Trademark Reg. U.S. Pat. Off. 


WRITE TODAY for complete information 


WILMOT CASTLE COMPANY 
1702 E. Henrietta Rd. Rochester, N. Y. 


STERILIZERS AND LIGHTS 
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hospital board can profit by the ex- 


tence of other boards 


room, and yet achieving lower 
greater operating 
the use of Auto-Lok windows. 
Countless successful hospital installations, 
continuing work with the architects of hun- 
dreds of America’s most modern hospitals, 


and the specialized skills 
designing and producing windows for out 
standing public buildings - - - - all contribute 


BUILD! 


SPECIALISTS 


gained through 


NG HOSPITA 


EASIER FOR 
YOUR NURSES 
TO OPERATE 


THAN A 
REFRIGERATOR 


| window 


to Ludman’s leadership in hospita 


installations. | 
below will bring you, | 
il, the information you nee 
lection of hospital win- 
Auto-Lok windows meet 
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insure health 
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reduced fuel costs learn how YOU 
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FF SEALS TIGHTER 
. 
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by adding more comfort to every 
F< j 
ows. 
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are really important in 
7 
2 
* 
save with wi 
inside send the coupon oday- 
*Geottrey Boke" and Bruno Fynoro “Windows Modern Architecture 
Vi NORTH MIAMI FLORIDA 


“ 


Dept. H-6 
North Miami, 

Please send me all the information on why 
Ludman’s AUTO-LOK windows mean so much 
to the patient .... yet save money on the 
budget ! 


“ 
Mit 
Another fine modern hosp 
chooses Avto Lok 
Monctee Veterons ¢ 
Fiorida 


In hospitals throughout the country, orders 


for routine administration of vitamin K 
often specify Synkayvite ‘Roche.' Water- 
soluble, highly potent and economical, 
Synkayvite is suitable for subcutaneous, 
intramuscular, intravenous and oral 
therapy. Synkayvite will not gather dust 
on your pharmacy shelves. 


SYNKAYVITE* 


Synkayvite Sodium Diphosphate — brand sodium menadiol diphosphate 


ORDER DIRECT FROM 'ROCHE' AT HOSPITAL PRICES. 


; HOFFMANN = LA ROCHE INC. 
Roche Park * Nutley 10 - New Jersey 
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editorial notes... 


—qguide issue reminder 
Some of our readers may be surprised that 


the annual Guide Issue did not arrive with ° 


this month's copy of HOSPITALS, as it has 
for the past six Junes. 

~ This note is a reminder that, as we an- 
nounced several months ago, the Guide Issue 
' is being delayed this year until August. 
This delay was necessary because the Amer- 
ican Hospital Association has taken over 
certain functions performed by the Ameri- 
can Medical Association in its hospital 
registration program, which the AMA has now 
dropped. 

Part II of the August issue, the Adminis- 
trator's Guide, will be much larger and 
much more complete than anything we have 


published before. It will stand as the 


single, authoritative listing of hospitals 
and of hospital statistics. Listing of a 
hospital in the Guide Issue is now a pre- 
requisite for, among other things, accred- 
itation by the Joint Commission. 


—some pleasant paragraphs 


We are sure that many nice things were 
said and written about hospitals during 
last month's National Hospital Week. Espe- 
cially noteworthy, we believe, were the 
greetings from the Connecticut State Med- 
ical Society to the members of the Connec- 
ticut Hospital Association. 

In its May journal, the Medical Society 
told hospitals: 

"Your administrative, and nurs- 
ing staffs have achieved a tradition of 
community service without equal. 

"Your policies of management have main- 
tained high standards of patient care de- 
spite the difficult operating problems you 
have been required to meet. | 
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"Your teamwork with medical and nursing 
staffs has helped reduce the average pa- 
tient stay of 35 days in 1900 to eight days 
in 1955. 

"Your insistence on high Standards has 
won for each member hospital recognition by 


the Joint Commission on Accreditation of 


Hospitals." 

The understanding of hospital problems 
and achievements which prompted this mes- 
sage is not achieved easily; but once 


> achieved, it provides a solid base for hos- 


pital-physician relationships. 


—a matter of stark sarvical 


Your attention is called to the two 
articles on civil defense in this issue and 
to the report of President Bradley on the 
same subject. 

~ The survey by the American Hospital 


Association, described on page 55, was not 


by any means a pretentious one. The results 
do show an apparent unreadiness for disas- 


ter by the very hospitals on which would 


fall the brunt of the patient burden in the 
event of an atomic attack, those on the pe- 
riphery of the target cities. It seems al- 
most inconceivable that half of the hospi- 
tals surveyed had not even been asked to 


join in civil defense planning. But as 


Anthony W. Eckert points out in his paper 
(page 57), we can’t afford to stand on cere- 
mony and wait to be asked. 

In some areas, unfortunately, there 
seemed to be a civil defense vacuum. Hos- 
pitals, no matter how willing, can’t do 
their proper part in such a vacuum. Lead- 
ership must be provided by all concerned, 
especially the federal government, to elin- 
inate these vacuum spots and create an en- 
vironment in which effective planning can 
take place. 


+ 
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The medical task force of the second 
Hoover Commission recognized the need for 
leadership and said: "We do not consider it 
efficient or honorable to leave the prepa- 
ration for, or the brunt of, bearing an an- 
nihilating attack to the component states 
of a union being invaded. We see, as essen- 
tial and urgent, a clear and concise defi- 
nition of federal-state responsibility and 
jurisdictional authority covering both 
military and civilian medical resources." 

The experience in New Jersey, described 
by Mr. Eckert, indicates that a working 
civil defense organization can be estab- 
lished if people will take the time and 
trouble. Such planning will pay off, not 
only in readiness for the eventuality of an 
enemy attack but also inmore efficient han- 
Gling of civilian disasters, tornadoes, 
hurricanes, etc. It might be well if every 
hospital were to start planning now for a 
"disaster drill day" next year, perhaps 
during National Hospital Week. Such a dem- 


onstration would focus not only our own. 


attention on this problem but would height- 
en public awareness and support of the role 
hospitals must play in disaster planning. 


—extended benefits 


Extras like power steering, power brakes, 


etc., are nice things on an automobile. But 


they are not so important as the basic. 


Sturdiness and efficiency of the car and 
they cannot overcome fundamental shortcom- 
ings in the automobile. 

Blue Cross has concentrated, properly 
so, in providing a sound basic prepayment 
contract. There has lately been an increas- 
ing demand for an "extra," the so-called 
catastrophic protection. 

With a solid foundation on which to build, 
Blue Cross has now moved to meet this public 
demand. A national pattern for extended 
health benefits, tailored to meet local 
Plan needs, has been developed. The speci- 
fications call for up to two years of hos- 
pital care in longterm illness, mental con- 
ditions, alcoholism, drug addiction and 
pulmonary tuberculosis; for chronic and 
convalescent care, and for other benefits, 
including outpatient services. 

Paradoxically, these liberal benefits 
are of relatively minor importance in meet- 
ing the needs of the average subscriber. As 
the Commission on Financing of Hospital 
Care has shown, a combination of the “best 
benefits" of all Plans would meet virtually 


100 per cent of the costs of short-term gen- 
eral hospital care. When the basic Plan 
contract is comprehensive, the additional 
cost of extended benefits, according to 
estimates, will be only about $1 per month 
for individuals and $2 per month for family 
contracts. | 

As ameans of maintaining Blue Cross lead- 
ership, however, the importance of extended 
benefits can hardly be over-estimated. The 
economic and social difficulties resulting 
from "catastrophic" illness are often pro- 
found and impressive. Low-cost insurance, 
offering indemnity for the extraordinary 
risk without adequate protection against 
the costs of ordinary illness, has placed 
Blue Cross at a competitive disadvantage. 
The new program will enable Blue Cross to 
meet the needs of the minority as well as 
the majority of the prepaid public. | 


—the sage of Cordoba 


The memory of Maimonides is preserved for 
the ages in the names of many hospitals 


throughout the world. This year, we mark 


the 750th anniversary of the death of this 
philosopher and physician, the sage of Cor- 
doba. 

His teachings had an affect on his Jewish 
people which endures to this day. But in his 
oath and prayer are admonitions which ap- 
ply with force to all who are concerned with 
the healing of those who suffer. Maimonides 
said: "...0 God, thou has appointed me to 
watch over the life and death of Thy crea- 
tures; Here I am ready for my vocation...0O- 
Stand by me, My God, inthis truly important 
task: Grant me success: For—without thy | 
loving counsel and support, man can avail 
but naught. Inspire me with true love for 
this my art and for Thy creatures, 0, grant 
that neither greed for gain, nor thirst for . 
fame, nor vain ambition, may interfere with 
my activity. 

"For these I know are enemies of truth and 
love of men, and might beguile one in the 
profession from furthering the welfare of 
Thy creatures...0O strengthen me. Grant en- 
ergy unto both body and soul that I might 
ever unhindered ready be to mitigate the 
woes. Sustain and help the rich and poor, 
the good and bad, the enemy and friend. 0 
let me ever behold inthe afflicted and suf- 
fering, only the human being." 

In our AHA motto, "Nisi Dominus Frustra," 
we echo the words of a wise man of many cen- 
turies ago. 
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S ARE finding them- 

attacked with four 
weapons in an effort to stop the so- 
called corporate practice of medi- 
cine. One weapon is medical ethics; 
the second is the court decision; 
the third is legislation; the fourth 
and the most popular one at the 
moment is the opinion of the state 
attorney general, in which the 
medical practice act designed to 
protect the public from quacks is 
interpreted in such a way as to re- 
flect on honest, conscientious phy- 
sicians and the operation of non- 
profit hospitals for the sole benefit 
of the sick. | 

The last maneuver has been em- 
ployed in a number of states in the 
past few years, with disturbing ef- 
fects on hospital-physician rela- 
tionships. Unless an effective solu- 
tion is found, it is conceivable that 
long and satisfactory arrangements 
between hospitals and specialists 
will be disrupted; the practice of 
medicine in a few score of the 
world’s greatest medical institu- 
tions will be restricted or out- 
lawed. 

The opinions of the attorneys 
general show a lack of uniformity 
of conclusions. If these opinions 
continue to contradict one another, 
hospital associations may become 
embroiled in litigation with the at- 
torneys general. In fact, one state 
hospital association is now engaged 
in a legal contest with its attorney 
general, the state board of medical 
examiners and the state association 
of pathologists. How bitter and 
complex such a controversy can 
become is illustrated by the recent 
suit of the Iowa Hospital Associa- 
‘ tion, which has refused to compro- 
mise the issues. 


Mr. Hayt is counsel for the Hospital As- 
sociation of New York State. New York 
City. This article was prepared for the 
Western H ital Association's annual con- 
vention in n Francisco late in April. 


torneys General 
CAL PRACTICE BY HOSPITALS 


Early in 1955, the lowa Hospital 
Association and 28 member hos- 
pitals filed suit in the district court, 
charging that the Iowa State Board 
of Medical Examiners and the Iowa 
Association of Pathologists had en- 
tered into an illegal conspiracy to 
deny hospitals the right to charge 
for laboratory services. 

The filing of the petition was the 
culmination of a year-long con- 
troversy between hospitals 
and doctors, touched off in Febru- 
ary 1954 when the state attorney 
general declared, in an opinion so- 
licited by the State Board of Medi- 
cal Examiners, that hospitals em- 
ploying pathologists and radiolo- 


gists were practicing medicine 


illegally. While the attorney gen- 
eral was named among the defend- 
ants, he was a defendant in his 
official capacity only and was not 
a party to the alleged conspiracy. 
Charging the State Board of 
Medical Examiners and the state 
pathologists’ association and the 
presidents and secretaries of these 
organizations with conspiracy, the 
hospital petition said the purpose 
of the conspiracy was 


“to take away from the 140 charitable 
nonprofit hospitals in the state of lowa the 
right to charge for the laboratory services 
the law requires such hospitals to furnish, 
and to place the right to charge for said 
laboratory services in the control of the 
members of said lowa Association of Pa- 
thologists.” 

In furtherance of their illegal 


conspiracy, the petition charged, 


defendants had 


“threatened various hospitals with the loss 
of pathological and radiological services un- 
less said hospitals enter into written con- 
tracts with medical specialists giving them 
the right to make charges for all laboratory 
or x-ray services rendered and to bill for the 
same or require the hospital to bill for the 
same as the agent for said medical special- 
ists.” 


The petition further asserted 


that the conspirators would 
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“force said hospitals to turn over abso- 
lutely to said medical specialists the con- 
trol of an integral part of their facilities 
which represents millions of dollars in build- 
ings and equipment which have been sup- 
plied by private gifts and public appropria- 
tions and which hove been entrusted by the 
public to the unpaid governing boards of 
said hospitals.” 


The petition asked the court to 
declare: 

_1. That the ownership, opera- 
tion and maintenance of laboratory 
facilities are an integral part of the 
lawful activities of a hospital, and 
that hospitals may charge and bill 
for laboratory services as they have 
done in the past. 7 

2. That nonprofit charitable hos- 
pitals have the right to employ 
pathologists on the same terms and 
conditions as they are now and 
always have been employed, and 
that the defendants be restrained 
from interfering with pathologists 
in carrying out and performing 
their legal contracts with hospitals. 

3. That the defendants be re- 
strained from interfering with the 
plaintiffs (hospitals) in the main- 
tenance and operation of -their 
laboratory facilities in the same 
manner as hospitals have always 
operated, including the right to 
charge for and collect laboratory 
fees. 


MEDICAL ETHICS AND PRACTICE 


The legal proceeding instituted 
by the lowa Hospital Association is 
not the first evidence of conflict in 
the practice of medicine by or in 
hospitals. Back in 1938, at the San 
Francisco meeting of the AMA, 


the Council on Medical Education | 


and Hospitals recommended! that a 

“serious study should be made of existing 
relationships between hospitals and the phy- 
sicians practicing therein, especially in the 
departments of anesthesia, radiology, pa- 
thology and physical therapy, with a view 
of standardizing the relationship of these 
services to the hospital and where necessary, 
of reaffirming the principles of ethics, in- 
volved . . . and to establish ethical stand- 
ards for the practice of medicine by physi- 
cians holding positions in hospitals and to 
prevent the exploitation of either the public 
or the profession. If during this study,” add- 
ed the report, “it is revealed that hospitals 
registered and approved by the Council ore 
exploiting the public or the profession, such 
approval may be revoked.” 

In 1939, a set of principles was 
adopted by the AMA, the AHA 
and various specialty groups, en- 
titled the “Principles of Relation- 
ship between Hospitals and Radiol- 
ogists, Pathologists and Anesthe- 
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siologists,” which stated that any 
method of payment may be satis- 
factory provided that neither the 
hospital nor the specialist exploit 
each other or the patient, that local 


circumstances should determine the 


best type of financial arrangement. 

Although the AMA reaffirmed 
the “Principles” in 1944, the anes- 
thesiologists withdrew their ap- 
proval in 1946. A new view” was 


adopted that year by the AMA 


in declaring that the presentation 
of bills and the collection of. pri- 
vate fees for the administration of 
anesthesia by others than recog- 


nized practitioners of medicine | 


should be considered as evidence 
of practice of medicine. The sug- 
gestion that the AMA condition 
approval of hospitals on their finan- 
cial arrangements with physicians 
was rejected by the Council on 
Medical Education and Hospitals, 
because such action might be held 
to be illegal. 

The year 1947 saw another rec- 
ommendation’® to withdraw recog- 
nition from hospitals which did not 
permit physicians to collect the 
fees for services rendered by them. 
The AMA house of delegates, 


however, confined itself to recom-~ 


mending strongly that the fees be 
collected by physicians. 

Other resolutions* were intro- 
duced in 1948 to withdraw ap- 
proval from hospitals which prac- 
ticed medicine for profit or used 
income from departments of anes- 
thesia, pathology and radiology. 
That same year, the house of dele- 
gates of the AMA directed a 
special committee under Dr. Elmer 
Hess to study the problem of hos- 
pitals and the practice of medi- 
cine. The house of delegates in 
1949 adopted the first Hess Report,’ 
which in substance held that the 
corporate practice of medicine is 
illegal where the corporation (hos- 
pital) hires the physician and then 
sells his services to the public on a 
fee basis for the profit of the cor- 
poration, and that such a hospital 
should not be approved for intern- 
ships and residencies. 

The report also stated that ex- 
ceptions to the rule that medicine 
may not be practiced by corpora- 
tions exist in several states; that 
income-sharing with a corporation 


. ils as unethical for the physician as 


fee-splitting with another physi- 
cian. In addition to being guided 


by the laws of the several states, 


physicians in their relationships 


with hospitals were urged to be 
guided by the Principles of Medi- 
cal Ethics of the AMA. These 
principles state that group or con- 
tract or clinic practice per se is 
not unethical, if the physician par- 
taking of the practice does not 
dispose of his professional attain- 
ments for the financial profit of the 
agency concerned. | 

It was suggested by the board of 
trustees of the AMA in Novem- 
ber 1949 that the approval given to 
the first Hess Report be rescinded 
inasmuch as some of its recom- 
mendations appeared to be con- 
trary to previous court decisions, 
and that it be referred back to the 


original committee. In June 1950 


the house of delegates of the 
AMA approved the second Hess 
Report,® which restated the basic 


proposition that: 

“A physician should not dispose of his 
professional attainments or services to any 
hospital, lay body, organization, group or 
individual, by whatever name called or how- 
ever organized, under terms or conditions 


which permit exploitation of the services of 


the physician for the financial profit of the 
agency concerned.” 

To encourage compliance with 
the code of ethics, the following 
procedure’ was suggested: a spe- 
cialist finding himself under a so- 
called unethical contract should 
bring this to the attention of the 


medical staff, which should take it 


up with the administration. Failing 
this, the case should go to the 
county medical society for consid- 
eration by a special committee on 
hospital and professional relations. 
If the county committee cannot re- 
solve the matter, it is to be re- 
ferred to a similar committee of the 
state medical society. Should the 
state committee fail, the matter 
should go to the Judicial Council 
of the American Medical Associa- 


tion, which would ask the Council 


on Medical Education and Hos- 
pitals to confer on why the hospital 
should not be disapproved for the 
training of interns and residents. 
The Board of Trustees of the 
American Hospital Association, on 
the other hand, adopted a resolu- — 
tion in March 1950, which in es- 


.sence resolved: that the specialist 


departments are component parts 

of the hospital organization; that 

these specialist services are prop- 
(Continued on page 75) — 
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A survey conducted by the 
American Hospital Association 


of hospitals located on the periphery 
of cities considered to be probable target 


areas by the Federal Civil Defense _ te 


Administration points up that 


more integrated action is needed 


in civil defense planning 


HREE TO FIVE MILLION Ameri- 
would require hospital 
care immediately following an all 
out atomic attack on this country, 
according to estimates of the Fed- 
eral Civil Defense Administration. 
How and where is care to be ren- 
dered to these civilian casualties? 
It will have to be provided in 
facilities located on the periphery 
of target areas. The reason is 
that the destructive power of 
atomic weapons has increased over 
the past decade to a point at 


which severe structural damage 


would occur to steel and concrete 
buildings up to about 10 miles 
from the: center of the blast and 
fire damage with flash ignition of 
dry combustible materials would 
exist at about 15 miles from the 
point of explosion. Hospital facili- 
ties located within 12 to 15 miles 
of an atomic explosion would no 
longer be useful or functional. 

Therefore, existing suburban and 
rural hospitals near target cities 
will have to form the “hard core” 
of the civil defense emergency 
hospital facilities program. The 
plan is to use expanded facilities 
of hospitals left standing after an 
attack and a large number of im- 
provised hospital facilities. 

To find out what is being done 
in the way of the civil defense 
planning by these so called “peri- 
pheral’’ hospitals, the AHA’s Wash- 
ington Service Bureau sent ques- 
tionnaires to 43 selected hospitals 
located on the periphery of cities 
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considered to be probable target 
areas by the Federal Civil Defense 
Administration. Of the 43 ques- 
tionnaires sent out 27 were re- 
turned. At least one answer was 
received from each of 16 city areas, 
14 of which appear on the FCDA’s 
list of the 70 “Critical Target Areas 
for Civil Defense Purposes.” 


INDIVIDUAL HOSPITAL PLANNING 


The AHA survey. indicated that 
the status of civil defense planning 
in peripheral hospitals does not 
reflect their important role in the 
whole civil defense health pro- 
gram. Only one-third of the hos- 
pitals answering. the questionnaire 
said they had a civil defense plan 
for their hospital. Some hospitals 
apparently had a civil defense 
committee at work developing 
plans but had not completed them. 
However, 63% of the hospitals 
reporting had neither a plan nor 
a committee to work on plans. 

One of the major reasons for 
this lack of planning is the absence 
of working relationships between 
the individual hospitals and their 
county or municipal area civil de- 
fense organizations. Approximately 
one-half of the hospitals reporting 
had not been asked to participate 
in civil defense planning by their 
county or municipal area civil de- 
fense organization. Only one of 
these hospitals had attempted to 
develop plans on their own voli- 
tion. Of the hospitals asked to par- 
ticipate, 71% had developed plans 


for their hospitals. This would 
seem to point out the need for 
greater leadership in civil defense 
planning at all levels of govern- 
ment. 

Since the provision of hospital 
care following an atomic attack 
could not possibly be accomplish- 
ed simply by expanding the faci- 
lities of existing hospitals, the 
questionnaire also asked if their 
civil defense plans involved the 
use of an improvised hospital unit. 
Only 37% of the responding hos- 
pitals indicated that their plans 
did include such facilities. 

The majority of the peripheral 
hospitals planning to use impro- 
vised hospital units in conjunction 
with their civil defensé programs 
indicated that they anticipate staff- 
ing and operating these units with 
volunteer personnel from various 


sources. Volunteer personnel is — 


expected to come from such or- 
ganizations as local American Le- 
gion and Veterans of Foreign War 
posts, Parent and Teacher Asso- 
ciation groups, and members of the 
hospital’s auxiliary, or by expand- 
ing from a previously trained nu- 
cleus of civil defense volunteers 
through on-the-spot recruitment 
of additional personnel. A few 
hospitals indicated that they in- 
tend to use their own personnel 
by thinning out the present staff- 
ing pattern in their existing fa- 
cilities and reassigning individuals 
to the improvised facilities. 

While all the hospitals expect- 
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ing to make use of improvised 
hospital units stated that they did 
have some way of obtaining addi- 
tional personnel, only 30% have 
made provision for training these 
individuals. About 50% had no 
training program nor any plans 
for initiating one. The remaining 
20% said they had a training 
program in the planning stage. 
Without adequate training, such 
personnel as might be available 
cannot perform the functions nec- 
essary to operate the improvised 
units at even a minimum level 
of performance. Unless the situa- 
tion relative to training is correct- 
ed in the future, about half of the 
improvised hospital facilities to 
be set up and operated by these 
peripheral hospitals will not be 
able to function properly to aid 
in providing care to the huge num- 
ber of casualties needing hospi- 
talization. 


IMPROVISED HOSPITALS’ UTILITIES 


In addition to trained person- 
nel, any hospital, existing or im- 
provised, must have available cer- 
tain basic utilities in order to con- 
tinue to function. Without water 
to use in sterilizing instruments, 
in producing steam for heat, and 
for cleansing wounds; or without 
electrical power to operate lights, 
to run suction machines, and to 
keep refrigerators running; or 
without means for disposing of 
accumulated sewage and other 
waste material, the hospital it- 
self becomes a casualty. It can no 
longer render hospital care. Its 
services become comparable to 
those available at field aid sta- 
tions under the worst emergency 
conditions. 


With respect to these essential 
utilities: 74% of the responding 
hospitals said no provision has 
been made or is contemplated for 
assuring an adequate supply of 
usable water; 82% said no provi- 
sion has been made for disposal 
of sewage or waste material; and 
52% said no provision has been 


made to assure continuation of | 


electrical power. Even if all other 
aspects of planning and imple- 
menting a program for the hospi- 
talization of casualties from an at- 
tack on the United States had been 
accomplished, the lack of planning 
for continuation of an adequate 
water and electrical power supply 


would almost completely negate 

the usefulness of these hospital 

facilities. 
Individual hospitals have little 


direct responsibility under civil 


defense organization for planning 
and operations in areas other than 
casualty care. The matter of as- 
suring the continuation of essen- 
tial water, sewage and electric 
power services is the responsibi- 
lity of the engineering services of 
the civil defense organization. In- 
formation on the activities of the 
civil defense engineering service 
was obtained by sending a sec- 
ond questionnaire to the 49 state 
and territorial hospital associa- 
tions. Only 35 of these were 
returned. The fact that a 100% 
return was not achieved by these 
state and territorial hospital as- 
sociations in spite of the impor- 
tance of the subject matter indi- 
cates that they, too, are either con- 


fused or not too greatly involved 


in planning for civil defense cas- 
ualty care services. 

Of those state hospital associa- 
tions that answered the question- 
naire, 66% said hospitals had rep- 
resentation on their state civil de- 
fense committee. Ninety-one per 
cent of the states from which an- 
swers were received indicated that 
the state plan for civil defense 
hospital services did provide for 
the utilization of hospital facili- 
ties located on the periphery of 
target areas. It may be recalled 
that only 52% of the peripheral 
hospitals surveyed had been ask- 
ed to participate in civil defense 
planning. This would indicate that 
though there are many “plans” 
on paper to enroll the aid of these 
facilities in providing hospital care 
for casualties, a great deal has 
still to be done to actually put 
this plan into effect. 

The state and territorial hos- 


‘pital associations were asked about 


what provisions had been made 


to assure adequate water, sewage 


and power services. Responses 
showed 48% didn’t know what 
was being done, 16% thought this 
was the responsibility of the state 
civil defense and 36% thought 
this was the responsibility of the 
local civil. defense organization. 
This is another indication of ei- 
ther a lack of planning for these 
services, or a lack of proper dis- 
semination of information about 


them to those vitally concerned, 
or both. 

Civil defense plans, in 75% of 
the states answering, definitely in- 
clude the use of improvised hos- 
pitals. Eleven per cent do not ap- 
pear to include them and 14% 
of the state hospital associations 
could give no answer, saying they 
had been given no_ information. 

Of those states planning to use 
improvised hospital units, 73% 
apparently had some way of pro- 
viding personnel to staff and oper- 
ate the units. However, 58% of 
the states with a source of per- 
sonnel had no plan for training 
these people. | | 

All these findings were further 
corroborated by returns from a 
third survey made of city hospi- 
tal councils. 

CONCLUSIONS 


The survey indicates that: 


@ Hospitals realize their respon- 
sibility. 

@ Hospitals want to do all they 
can to help. 

e@ Civil defense authorities are 
weak in their plans, particularly 
with respect to such important 
services as hospitals. 

@ There is a lack of information 
“where it counts,” that is, at the 
operating level. | 

e@ There is a lack of funds to 
provide training of essential per- 
sonnel, 


Even within the limitations of 
the American Hospital Association 
sample survey, there is evidence 
that hospital planning for atomic 
attack is suffering from the same 
diffusion of responsibility that 
characterizes the over-all national 
civil defense program among fed- 
eral agencies. Until civil defense 
responsibility is redefined to put 
primary emphasis on the federal 
level with Administration action 
for planning, guidance and follow 
through, states and local govern- 
ments can only haphazardly work 
at building an efficient and uni- 
form national program. | 


The American Hospital Associa- 
tion is striving through its Com- 
mittee on Civil Defense to work 
with the Federal Civil Defense 
Administration to try and bring 
about solutions to the complex 
problems which were reflected in 
the answers to the questionnaire 
used in the survey. 
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HE TODAYS AND TOMORROWS of 
an uncertain future are upon 
us. If we are not ready to squarely 
face its challenges and assume the 


responsibilities that are ours, we 


are courting destruction. 

With new and more powerful 
atomic weapons being developed, 
with geographic boundaries shrink- 
ing through faster air travel and 


with strained relations existing be- 


tween the eastern and western 


world, many groups within our. 


country have exceedingly heavy 
responsibilities. One such group is 
certainly the administrators of the 
nation’s hospitals. In the event of 
an enemy attack—amid the panic 
and confusion that most certainly 
will follow—hospitals will be ex- 
pected to calmly and purposefully 
carry on their work of mercy. 
There is only one way to fulfill 
this expectation—that is to be pre- 
pared for it. The hospital neglect- 
ing to become prepared is failing 
a public trust. | 

In view of the numbers of in- 
jured anticipated following an 
atomic blast, our task seems like 
a tragic and overwhelming one. 
Yet I am certain—and there are 
many others who share this feel- 
ing—that the most severe handi- 
caps and the greatest odds can be 
overcome by hospitals joining in 
the civil defense effort in their 
communities, in their counties and 
in their states and helping to pre- 
pare for the day when joint, heroic 
action may be required. This does 
not mean just one or two hospitals 
in a community or area but all the 
hospitals throughout the country. 
Big and small alike. | 

We prepare not so much to serve 
our own community but rather to 
help and aid other communities 
when they are hit by an atomic 
bomb. Conversely, we also have to 
rely upon the hospital facilities 
and the civil defense organizations 
in other communities if our city 
or town is bombed. This system of 
mutual aid is the heart of all civil 
defense planning. When the prob- 
lem is reduced to these terms, the 
soundness of preparedness becomes 
apparent. Civil defense is a chain 
responsibility and any weak links 
in the chain destroy its total 
effectiveness. 

Administrators are plagued to- 


Mr. Eckert is director of the 352-bed 
Perth Amboy (N. J.) General Hospital. 
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day by many problems that seem 


far more pressing than civil de- 
fense. Then, too, the demands of 
the civil defense project frighten 
many others, particularly if they 
intend to apply the time and effort 


- that such a project requires and 


deserves. This reasoning makes 
easy shrugging off this responsi- 
bility and putting in the file for 
future reference. However, there is 


say that hospital administrators, 
medical staffs and hospital person- 
nel are the core of the whole civil 
defense system. As the core, they 
must exert extensive influence in 
the planning. The skills of hos- 
pital personnel and doctors are 
required at the bombing site, in 
the aid stations, in: auxiliary hos- 
pitals and in the hospital proper. 
Administrative knowledge is re- 


hospitals are the core 
of civil defense planning 


ANTHONY W. ECKERT. F.A.C.H.A. 


IN EARLY COMMUNITY planning, this 48- 
shown above) was established at the Perth Amboy Fire Department First Aid 


bed auxiliary hospital (partly 


Squad headquarters building. Through a recent addition to the building, 
and community action, this has now become a |50-bed emergency hospital. 


one sure fact—sitting by with the 
idea of “letting George do it” will 
not get the job done. Even the 
usually and adept George is sit- 
ting this one out. 

It is not enough for the adminis- 
trator to just prepare his hospital 
to function internally for civil de- 
fense service. He must let other in- 
terested groups know what is being 
done. The hospital’s plan must tie 
in with the community’s plan and 
also dovetail into the county and 
state plans. An administrator cer- 
tainly cannot devise such a plan by 
working in a vacuum. That is why 
administrators must be represented 
on civil defense - councils. 

Without being. prejudiced, I can 


quired in planning and operating 
the aid stations and the auxiliary 
hospitals. Since persons possessing 
the necessary qualifications to fill 
these responsibilities are limited, 
those available must be used wise- 
ly and well. 

Speaking for hospitals, who can 
better present the limitations and 
strong points for civil defense 
medical services than hospital ad- 
ministrators and physicians? Who 
has a more vital interest in the 
careful screening of patients at the 
scene, distribution of patients to 
auxiliary and existing hospitals, 
the supplies to be stockpiled, lo- 
cation and adaptability of auxili- 
ary hospitals, a practical commu- 
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nications system and accurate 
recording of basic data for record 
purposes? | 
Civil defense officials, most of 
whom are lay persons filling vol- 
untary posts, know little about the 
operation of a hospital and can- 
not be expected to resolve the 
problems connected with estab- 
lishing and operating aid stations 
and auxiliary hospitals. Neither 
can they effectively plan medical 
services. Administrators and doc- 
tors, working with civil defense 
leaders, must provide the details 
for sound planning and play a 
strong role in the shaping of the 
final plan, as well as assume key 
posts to assure its operation. 
The major responsibility of hos- 
pital administrators is then to 
participate actively in civil defense 
planning on a local, area and state 
level. We must not sit on the side- 
lines waiting to be asked to be- 
come a member of the team. We 
must take the initiative and invite 
ourselves into these programs. Or 
when an invitation is extended to 
participate, we must not excuse 


ourselves by saying that we are 
too busy. What can, or—better still 
—must be done by individual 
hospitals? 


HOSPITAL OBLIGATIONS 
As I see it in the simplest terms, 


_hospitals have seven basic obliga- 


tions. (1) They must provide a 
simple, flexible plan of operation 
to discipline individuals, govern 
assignments and to coordinate all 
phases of internal activity. This 
includes delegation of duties to 
the medical staff. (2) They must 
provide a method of quickly and 
easily expanding their normal bed 
complement. (3) They must de- 
velop a plan for evacuating those 
patients who are not too ill to be 
moved elsewhere. (4) They must 
take a special interest in estab- 
lishing emergency hospitals and 
providing for proper staffing of 
these hospitals. (5) They must co- 
Operate with all outside groups 
which have a role in civil defense. 
(6) They must help in establishing 
a communications system through 
controlled and responsible chan- 


BELOW IS the special unit 
in which equipment is stored 
for quickly and easily ex- 
panding the normal bed 
capacity of Perth Amboy 
General Hospital. This 
equipment can be moved 
out and emergency nursing 
units set up in less than 15 
minutes. Picture at right 
shows pillow, pillow slip, 
sheets, blanket and patient 
gown folded inside the mat- 
tress for convenience in 
readying beds for patients. 


nels. (7) They must be vocal in 
getting their communities. to 
stockpile supplies and equipment. 

How can the hospital meet these 
obligations? Each point is worthy 
of more -detailed discussion. The 
suggestions offered are not the 
only means by which the same 
ends can be accomplished. 

Use of rollaway folding beds is 
one method for quickly and easily 
expanding bed capacity. These 
beds are easy to store. Pillows, 
blankets and linens can be folded 
inside the mattresses. Roll the bed 
out of storage, release the catch 
and you have one complete bed 
ready. for a patient. With a number 
of rollaway beds on hand, a class- 
room, a corridor, a solarium or 
other open space becomes an ex- 
cellent emergency nursing unit. 
Folding cots, though less expen- 
sive, are harder to handle, take 
more time to assemble, and are 
not as comfortable for the patient. 
Through military establishments 
or through local civil defense 
groups, a supply of extra beds can 
be provided almost immediately, if 
one knows whom to call to effect 
an order for the transfer. Through 
these methods, a hospital can 
easily expand its normal capacity 
by 100 to 150 beds. : 

Concentrating these extra beds 
in open areas near each other, if 
possible, localizes the working 
area thus making awkward ad- 
ministering care easier. Fewer per- 
sonnel and doctors can do more > 
work. Patients can be more closely 
observed. More control over the 
total operation can be exerted. 
Supplies can be stockpiled cen- 
trally. Aimless flitting about from 
place to place is eliminated. 


INTERNAL PLAN 


What about a plan? Get it on 
paper. Make it simple. Cover each 
phase of activity clearly and ex- 
plicitly—notification of personnel, 
receiving, screening, tagging (de- 
pending upon the system to be 
used in your area), patient dis- 
tribution, keeping of medical rec- 
ords. Lines of authority, medical 
staff assignments, nursing duties, 
departmental duties, outside 
groups’ duties, all must be spelled 
out clearly. Let your key people 
comment on the final plan. Let 
them tear it apart and then help 
to reshape it. After the plan is 
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SHOWN BELOW is the Middlesex County 
Disaster Control Truck, an important link 
in @ communications chain (see page 68) 
to codrdinate group activities. The radio 
equipment in the truck is pictured at right. — 


set up and the employees oriented, 
find out how it works. How 
smoothly does it operate? How 
well are instructions understood? 
Maintain interest by holding 
monthly drills and periodic meet- 
ings. 

Part of the internal planning re- 
quires the appointment of a chief 
of emergency medical and surgical 
services to organize, supervise and 
correlate the medical staff's activ- 
ities with those of the administra- 
tion and nursing departments. 
Under the chief’s direction, teams 
should be assigned for major and 
minor surgery, head injuries, frac- 
tures, sorting, shock, burns, anes- 
thesia, x-ray and monitoring. Not 
only should team assignments be 
made for the hospital proper, but 
also for the auxiliary hospitals and 
other spots where physicians serv- 
ices will be required. Medical staff 
interest must also be stimulated to 
participate actively in the civil de- 


fense councils on all levels. This 


point will be covered in more de- 


tail later. | 
EVACUATION 


Evacuating a 200-bed hospital 
quickly to make room to receive 
seriously injured patients can be 
a tremendous job. How can it be 
done? This of course depends upon 
the physical plant and will vary 
from hospital to hospital. The 
* method, of course, has to be 
mapped out in detail, with the 
sequence in which each of the 
nursing units is to proceed, time 
lapses and the general traffic flow 
all clearly indicated. The patients 
who can be evacuated and those 
-who cannot must be known at any 
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given time. How-are the nurses 
to know this? An entry can be 
made on the patients chart by the 
attending physician and the nurses 


‘on each unit can keep a daily rec- 


ord. This is done at Perth Amboy 


General Hospital, with a report of 


the number of patients in the en- 
tire building who can be evacuated 
reaching my desk daily. Every 
week, all these daily reports are 
sent to the medical coordinator of 
the Middlesex County Civil De- 
fense. The other hospitals in the 
county follow a similar procedure. 

A method must also be devised 
for getting the evacuated patients 
away from the hospital proper 
once they have been brought to a 
point of egress. This requires 
both transportation and a place to 
house them temporarily. A tie in 
with the civil defense group in this 
instance bears fruit. The trans- 
portation committee and the hous- 
ing, feeding and welfare commit- 
tee assume this responsibility, ac- 
cording to their prearranged plan 
for handling this assignment. 


AUXILIARY HOSPITALS 


What about emergency hospi- 
tals? Where are they to be located? 
What types of facilities are re- 
quired? How are they to be 
staffed? What provisions are to be 
made for setting up these facilities 
when they are needed? Who is to 
be in charge? Which group will be 
responsible for getting these hos- 
pitals ready? No person on a civil 
defense council can sit down, se- 
lect this or that building as an 
emergency hospital and then write 


the job. off as finished. All sites 


must be thoroughly explored and 
only those that are ideal selected. 
Doctors and administrators have 
to be members of the group sur- 
veying possible sites, and must es- 
timate the number of patients that 
can be accommodated at each site, 
equipment needed, and staffing re- 
quirements. . 

One further point that is impor- 
tant to all concerned with emer- 
gency hospital treatment in the 
event of an atomic attack is the 
distribution of improvised hospi- 
tals. It is my understanding from 
reliable sources that there is an 
investment of many millions of 
dollars in these 200-bed mobile 
hospitals and that these units are 
being held in warehouses through- 
out the country. I personally feel 
that these mobile hospitals should 
be distributed by the federal gov- 
ernment to the various state civil 
defense authorities so that hospi- 
tal administrators throughout the 


country could learn by experience — 


how these units can be set if the 
need for them should arise. Mobile 
units stored in packing cases in 
warehouses would be of little use 
or service in any calamity unless 
qualified, trained people know 
something about them. | 


GROUP COOPERATION 


In a task as great as that which 
would be borne by hospitals if an 
atomic bomb were dropped, the 
rescue and recovery job could not 
be handled by any one group 
alone. It is a team responsibility 
and the integration of all activities 
of all groups is absolutely imper- 
ative. The only way to find out 
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what the various groups can do is 
to sit down with them and talk 
about mutual problems. Since 
many groups in the community 
are represented in the local civil 
defense council, that is the medium 
through which the most profitable 
meetings can be conducted. We 
must know the function of every 
other group in the organized civil 
defense program. We must know 
their responsibilities . . where 
their authority begins and ends... 
how each group can help us... 
the channels of communication. ... 
We cannot get this information by 
sitting quietly on the sidelines. In 
these discussions, duties and re- 
sponsibilities slowly evolve. Like 
the example listed above, trans- 
portation and temporary housing 
can be obtained through commit- 
tees of the civil defense council. 
Or a supply of extra beds, blankets 
and linens can be obtained for ex- 
panding the hospital’s bed capa- 
city. 

The job does not end with rep- 
resentation on the local civil 
defense council. It must carry up 
to the county level so that plan- 
ning on broader scale for the en- 
tire area can be integrated with 
local plannin ith county offi- 
cials meeti with the state offi- 
cials, thefe is interpretation of 
state thyfnking back to the county 
group a whole. In this way the 
right hand knows what the left is 
doing and vice versa. True, con- 
fusion does exist many times but 
often it can be quite simply clari- 
fied. 

As an example, take the ex- 
perience in my area. I have been 
a member of the Perth Amboy 
Civil Defense Council since its in- 
ception and have met with the 
county groups very frequently. My 
director of nursing also sits in on 
the local civil defense council 
meetings and is active in the 
county nurses group. Six of our 
staff members hold civil defense 
posts, three on the local level and 
three on the county level. The 
local posts are directors of medical 
and health services for Perth Am- 
boy and the neighboring commu- 
nities of South Amboy and Wood- 
bridge. The area posts concern 
hospitals and nursing service, res- 
cue operations and emergency hos- 
pitals and radiological and epi- 
demiological services. 
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With such representation in the 
civil defense network by the hos- 
pital and the medical staff, we 
are in close contact with all de- 
velopments and have the hospital 


and medical viewpoint expressed 


at almost every meeting. To cor- 
relate all the information picked 
up through these channels, meet- 
ings are held by the hospital from 
time to time. When conflicts and 
overlapping of authority occur— 
and there have been many in- 


. stances as is to be expected in such 


a big undertaking—someone who 
is supposed to know the answers 
is invited to attend our meeting 
and clarify the situation in ques- 
tion. 

It has taken considerable time 
and effort on the part of many per- 
sons connected with the hospital 
to help fashion the local and area 
programs which are finally begin- 
ning to shape up. In terms of what 
it will mean when the chips are 
down, the sacrifice has been small. 


COMMUNICATIONS 


Group activities cannot be co- 
ordinated without a communica- 
tions system through controlled 
and responsible channels. The tele- 
phone is often too slow and too 
undependable for the numerous 
reports and directions that must 
be interchanged between groups in 
over-all mobilization of area re- 
sources. There is also the possibil- 
ity that telephones will be inoper- 
able due to damage to physical 
facilities. It appears that radio is 
the only feasible link between the 
groups. 

One obligation that I listed for 
hospitals was helping in establish- 
ing a suitable communication sys- 


tem. This does not mean that hos- 
' pitals must pay for the system but 


that they must press the local and 
area civil defense councils to ap- 
propriate funds to pay for the 
necessary equipment. Past experi- 
ence with local disasters in many 
communities has pointed up the 
need for a carefully devised com- 
munications system. My own per- 
sonal experience is an excellent 
example. After a serious munitions 
blast, local and area planning for 
emergency medical service was 


given an impetus. Shortly there- 


after, a train wreck occurred. Al- 
though all groups were united in 
a common purpose, we were un- 


able to blend our efforts because 
neither unified, central control nor 
adequate communication channels 
existed. 
Following this experience, the 
Middlesex County Board of Free- 
holders purchased two-way radios 
for the county’s hospitals, provid- 
ing instant direct contact with an 
area control center. The radios are 
battery-operated and similar to 
those installed in vehicles. By 
simply turning on the set, flipping 


a microphone key, instructions, 


messages or requests can be re- 
layed to the control station. 
Through a duplex connection, we | 
can communicate with the other 
hospitals and a medical services 
liaison station. A control truck, 
equipped with the same radio 
equipment, can be dispatched to 
any site where there are injured. 
The control truck then directs am- 
bulances to the hospitals on the 
basis of information received from 


the control center. 


At present, our communication 
system is not in operation due to 
a frequency change by the Fed- 
eral Communications Commission 
and to a problem of servicing the 
communication network. However, 
while this matter is being straight- 
ened out, portable equipment 
which can be moved to each 
hospital at a moment’s notice is 
available through the Middlesex 
County Civil Defense group. This 
equipment will provide complete 
radio coverage with all hospitals 
in the county, all first aid stations 
in the system and thé local police. 
The Federal Comunications Com- 
mission with the county civil de- 
fense officials is working on a 
new organization that should have 
a system working within three 


months. The reason for raising 


this point is to show that you . 
cannot sit back and wait on these 
matters. You must move. Without 
some system, much of the time 
and effort devoted to planning will 
be almost completely wasted. — 


SUPPLIES AND EQUIPMENT 
- Finally, it has been stated that 
hospitals must be vocal in getting 
the community to stockpile sup- 
plies and equipment. Here, per- 
haps the best way to get started 
is to have the hospital set an ex- 

(Continued on page 154) 
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~,yACK YOUR WALKING shoes and 
come to Atlantic City Septem- 


ber 19-22. While taking in the 
Many activities planned for the 
57th annual American Hospital — 


Association convention and 8th 
annual Conference of Hospital 
Auxiliaries, you will cover a lot of 
ground. 

Early arrivals may register for 
the convention at the Traymore 
Hotel and attend the convocation 
of the American College of Hospi- 
tal Administrators Sunday in Con- 
vention Hall ballroom. That eve- 
ning the ACHA banquet will be in 


. the Traymore’s American Room. 


Official opening of the exhibits 
is 9:30 Monday morning, with 
President Frank R. Bradley offici- 
ating at the ceremony to be held 
in the main auditorium of Con- 
vention HaH. (Pictured above is 
the Hall’s Boardwalk entrance.) 


The booths will be display- 


ing everything in hospital needs 
from electric generating plants to 
needles, and cover more than 70,- 
000 square feet of floor space. From 
9:00 to 5:00 each day convention- 
ers can view the wares of 417 ex- 
hibiting commercial companies. 


A feature attraction in the dis- | 


play will be the Architectural Ex- 
hibit of Hospitals, conducted by 
the American Hospital Association 
in cooperation with the American 
Institute of Architects. This will 
include displays of new hospitals 
and other structures designed for 


health care, diagnosis and medical 


treatment of illness, rehabilitation, 
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marks 1955 convention exhibit 


health education, or a combination 
of these. 

Some part of each building ex- 
hibited will be featured on en- 
larged scale and in greater detail, 


the object being to increase the 


educational value and interest of 
the exhibit by showing outstand- 
ing or unique features of planning. 
All architectural exhibits will show 
site plans and principal floor plans 
on an accurate scale. Included will 
be photos of the exteriors and in- 
teriors of the buildings or drawings 
showing projects still in the build- 
ing stage. Models and technical 
data, costs and other details will be 


given. Structures exhibited will | 


have been completed or under con- 
struction since Jan. 1, 1950. 

There will also be 21 educational 
exhibits showing the latest devel- 
opments in blood banks, dental 
practices, hospital careers, etc. A 
new concept of the medical audit 
will be shown for the first time at 
any hospital convention. 

Most of the conventioners’ day- 
light hours will be occupied by the 
general sessions and more than 100 
round tables. Recently added to the 
program are three sessions: “Hos- 


pital Planning,” “Civil Defense— 


Its Implications to Hospitals,” and 
‘“Hospital-Physician Relations.” 

Monday evening the president's 
tea dance and reception are sched- 
uled to give everyone a chance to 
find old friends and meet new ones. 
The hospital auxiliaries have two 
teas planned, one late Monday af- 
ternoon and another on Wednes- 
day. 

During each lunch hour there 
will be film sessions. Movies sched- 
uled for showing include those 
made by individual hospitals and 
new films available for distribu- 
tion. Each session has a different 
daily theme. Also, the Federal 
luncheon will be held Tuesday at 
the Claridge Hotel and the Sisters 
have their annual luncheon Wed- 
nesday in the Traymore’s Rose 
Room. 

At the annual American Hospi- 
tal Association banquet Wednesday 
evening, the new president, Ray E. 
Brown, will be inducted and 
awards presented. Nurse anesthe- 
tists will hold their annual banquet 
simultaneously. 

In addition, allied groups have 
planned reunions and meetings for 
their members, providing a sched- 
ule for you filled with activities. ® 
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OR THE PAST SEVEN years, a 
quiet campaign has been go- 
ing on among the organizations 
concerned directly with medicine, 
nursing and hospital administra- 
tion, aimed at improving the care 
which the hospital patient re- 
ceives. The work has been slow, 
undramatic and only mildly pub- 
licized. Yet its effect on patient 
care is being felt and will be felt 
even more strongly in the years 
to come. 


NATIONAL COMMISSION 


The National Joint Commission 
for the Improvement of the Care 
of the Patient was established in 
1948. It stems from an essentially 
simple idea: when patient care is 
adversely affected by problems of 
relationship among doctors, nurses 
and hospital administration, an 
excellent way to improve that pa- 
tient care is to improve those re- 
lationships. This means improving 
mutual understanding and confi- 
dence. It means increasing and 
spreading knowledge. It means 
exchanging ideas. It means dis- 
cussing plans with other groups 
involved rather than taking uni- 
lateral action. It means sitting 
down together in a spirit of will- 
ingness to listen, to weigh argu- 
ments, and to make the decisions 
that are best for the patient. 

The National Commission, which 
meets twice each year, includes 
top-level representatives from the 
American Hospital Association, 
the American Medical Association, 
the American Nurses’ Association 
and the National League for Nurs- 
ing. 


This Commission is advisory in. 


nature. Its decisions are in the 
form of recommendations to the 
parent organizations, subject to 
their ratification. It neither legis- 
lates nor sets policy for its mem- 
bers. Its most significant contribu- 
tion to better patient care is the 
part it plays in bringing together 
at regular intervals the national 
representatives of the people who 
provide that care. 


STATE COMMISSIONS 


It was a logical step, therefore, 
that this idea be carried to the in- 
dividual states. Here discussions 
could be closer to the conditions 
existing where actual care of the 
patient takes place. The National 


Joint Commission for the Improve- 
ment of the Care of the Patient, 
convinced that its own experience 
had been successful, has been ac- 
tively promoting establishment of 
commissions in each state. These 
state organizations have no formal 
affiliation with the National Com- 
mission but work cooperatively 
with it. An exchange of ideas be- 
tween the national and state or- 
ganizations exists, of course; and 


in addition, the state hospital, 


medical and nursing organizations 
which comprise the state joint 
commissions work closely with 
their parent bodies to assure genu- 
ine cooperative effort. 

The third logical step is self- 
evident: patient care is adminis- 
tered not in a conference room in 
Chicago or New York, not in a 
meeting hall in the state capital, 
but in thousands of individual 
hospitals in thousands of commu- 
nities across the land. The nation- 
al hospital, medical and nursing 
organizations can contribute im- 
measurably to better patient care 
by establishing proper under- 
standing and codperation at the 
top levels. State associations can 
bring this closer to home and have 
an even greater direct effect on 
patient care. But since patient care 
takes place inside the hospital, 


the obvious answer is some sort 


of committee on patient care with- 
in each hospital. 

This hospital committee, like 
the national and state commis- 
sions, must be advisory in nature 
if it is to succeed. It is not in- 
tended to serve an administrative 
purpose. It cannot substitute for 
administrative decisions. Its great 
value lies in what it can accom- 
plish through education, free dis- 
cussion of delicate relationship 
problems and exploration of new 
and better ideas for improving 
patient care. 

One hospital department head 


who served on such a committee 
reported that, for the first time, 
she realized all those other people 
who had seemed to be working 
against her were really just as 
sincerely interested as she in bet- 
ter patient care. She realized for 
the first time, she said, that they, 
too, had duties and problems, just 
as she did; and their seeming un- 
willingness to codperate was based 
upon complicated responsibilities 
she had never understood. Before 
that, she had assumed that only 
she was misunderstood. 


TWO PHASES EXPLORED 


On these pages appear two ar- 
ticles, discussing two important 
phases of this matter of cooper- 


ative improvement of patient care. 


STATE COMMISSION 
First, Dr. Maurice Fremont- - 
Smith of Boston reports upon the 
work and accomplishments of the 
Massachusetts Joint Committee on 
Improvement of Patient Care, of 
which he is chairman. This ar-, 
ticle, part of his report to the 
Massachusetts Medical Society in 
1954, was published in the Oct. 
14, 1954, issue of the New Eng- 
land Journal of Medicine, and is 
used here by permission. 
INDIVIDUAL HOSPITALS 
Second, Sister Marie Breitling 
brings the matter right to the 
operational level by -telling how 
the 500-bed St. Paul’s Hospital 
in Dallas organized and uses its 
own Joint Commission for the 
Improvement of the Care of the 
Patient. Sister Marie is adminis- 
trative resident at that hospital. 
These two reports get to the 
heart of an idea that has been 
tried and found successful. The 
idea is simple; and while it is 
by no means a panacea, it is so 
obvious that it has often been 
overlooked in the search for more 
complicated solutions to problems 
of patient care-—THE EDITORS. 
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the state 


DURING THE PAST year, five meet- 
ings of the Massachusetts Joint 
Committee on Improvement of 
Patient Care have been staged. 
These meetings have shown the 
value of frank, sometimes acri- 
monious, interdepartmental dis- 
cussion and have resulted in in- 


creasing understanding of each 


others’ problems by the nurses, 
hospital administrators and phy- 
sicians. At first, as had been done 


by the National Commission, nurs-_ 
ing problems were discussed. Why 


are there too few nurses? What is 


the individual | 


hospital 


OOD HOSPITAL CARE requires 
good administration, By this 
is meant that the patient must 
be given the benefit of the high- 
est quality medical and nursing 
care, modern skills, techniques and 
diagnostic tools—the complete ar- 
mamentarium of the physician and 
hospital. It must also be remem- 
bered that the work of the mod- 
ern hospital is not confined only 
to treatment of the sick but also 
includes medical education, nurs- 
ing education, social service and 
research. Its work is so intricate 
that its problems are as numerous 
and complex as those confronting 
any business enterprise. 
‘Today’s hospital care is the re- 
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the nurses’ real function? Does this 


function include the psychological 
aspects of patient care? Is health 
instruction for patients and their 
families part of this function? Can 
and should these subjects be 
taught to girls in training? 

It was brought out that the 
nurse very often has to fill the gaps 
left vacant by the physician. Too 


often the doctor’s over-all plan (if 


any!) for the care of the individual 
patient is never known to the 
nursing or the dietary staff. If the 
physician would communicate to 


sult of many changes which have 
evolved principally during the past 
two decades. The motivation be- 


hind these changes has always 


been the same—to provide better 


care for the patient. It always has | 


been prompted by the same spirit 
of charity and compassion. Because 
science has found new ways to 
preserve and prolong life, and to 
promote health, the scope of serv- 
ice offered by hospitals has vastly 


- broadened. These factors have 
steadily intensified the challenge 


to hospitals to provide the type 
of patient care which utilizes to 
the fullest the scientific progress 
that has been made. 


In May 1952, as now, St. Paul’s 


the head nurse the diagnosis and 
his plan of attack (would really 
function as captain of a team), 
greater efficiency and understand- 
ing would result. 

The doctors on the committee 
replied that too often the nurse 
was unavailable or too busy mak- 
ing up reports or counting sheets 
and so forth. The doctors felt the 


nurses’ proper function was to take 


care of the physical needs of the 

sick person and to leave “‘psychol- 

ogy” alone. The nurses replied 
(Continued on page 65) 


was a 500-bed hospital. We had 
just added 150 patient beds. 
Though we had regularly sched- 
uled weekly departmental meet- 
ings and a schedule of monthly 
interdepartmental meetings for de- 
partment heads, here were 150 
more specific reasons—figuratively 
speaking—for submitting ourselves 
to new diagnostic procedures and 
cures. Growing pains, even in a 
progressive hospital like ours, are 
still pains. 

It was then that: we planted 
our first “seed,”’ in answer to the 
challenge. Our School of Nursing 
had recently received national ac- 


creditation. In accordance with the - 


recommendation of the National 
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underlying tne national joint 
ae ee spread to commissions in the various states 
MAURICE FREMONT-SMITH, M.D. 
— ... and to special committees in the 
SISTER MARIE BREITLING, D.C. 


Nursing Accrediting Service, we 


activated a Nursing Service Com- 
mittee—an advisory council to 
administration and liaison group 
between departments and the ad- 
ministration. This committee was 
composed of representatives from 
administration, educational and 
staff nursing, public relations, per- 
sonnel and finances. Its aim, ac- 
cording to minutes of the first 
meeting, was “to improve nursing 
care.” 

Realizing that the patients were 
receiving good but not ideal care, 
our committee began looking 
around to see which areas could 
be improved. To help reduce turn- 
over, job specifications were drawn 
and a 40-hour week instituted. A 
salary survey was completed, with 
a resulting salary range. A full 
medical audit was voted in by the 
medical staff; and work started 
on reorganization of the medical 
records department, under the di- 
rection of two experts. A nursing 
audit was begun, to simplify, ex- 
pedite and improve the quality 
of the work. Changes were sug- 
gested and incorporated into the 
physical plant. to afford more and 
better services. The autopsy rate 
was improved. 

By December 1954, from this 
first “seed” had grown a sturdy 
young “tree,” one of several in 
the state of Texas. Through joint 
efforts of administration and some 
top-level personnel, a new com- 
mittee of even broader member- 
ship was appointed—St. Paul's 
Hospital Joint Commission for the 


Improvement of Care of the Pa-. 


tient—absorbing functions of the 
Nursing Service Committee and 
carrying on its activities. 


Under guidance of this joint 


commission, the nursing audit has 
been extended. Studies continue 
on the medical records department 
and modifications in the physical 
plant. A fulltime director of med- 
ical education has been appointed, 
to participate freely in the inter- 
departmental meetings and assure 
coordination of the medical edu- 
cation program at a high level. 
New outpatient clinics have been 
added. A working agreement has 
been set up with the Texas Em- 
ployment Commission whereby ev- 
ery nurse aide applicant is screen- 
ed by the Nurse Aide Aptitude 
Test; only those applicants with 
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a passing grade are referred to 
the hospital. 

Experience of our Nursing Serv- 
ice Committee had shown us the 
importance of continuing a clear 


‘channel of communication between 


the group and the total hospital 
organization. For this we turned 
to the monthly interdepartmental 
meetings where, under the chair- 
manship of administration, ail de- 


partment heads and supervisors 


meet to discuss mutual interlock- 
ing problems and seek solutions. 


It is at this level and in the depart- 


mental meetings that we feel close 


cooperation with the joint com-_ 


mission unlocks our treasure chest 
of improved patient care. 


OVER-ALL PURPOSE 


The commission has been pat- 
terned on the lines of the state 
commissions and the national or- 
ganization. Its over-all purpose is 


the same as that of our state com- 


mission, namely, “to stimulate in- 
terest in, and sponsor, activities 
which will contribute to the care 
of the patient.’’ This purpose we 
have broken down into several 
categories: (a) to foster better 


understanding within the various> 


groups rendering service to the 
patients; (b) to provide principles 
and methods for giving better 
service to the patients by improv- 
ing utilization of personnel; (c) 
to submit their suggestions con- 


cerning improvement of patient — 


care to all personnel through prop- 


er channels; (d) to define specifi- — 


cally the duties, responsibilities 
and functions of each related 
group so as to eliminate over- 
lapping; and (e) to clarify policies 
so that the persons in the lower 
echelons of service can better un- 
derstand the reason for tasks as- 
signed them. | 
Like the national commission 
and state groups, ours is composed 
of members of top-level manage- 
ment. At St. Paul’s, the commis- 


sion includes representatives from. 


administration, the medical staff, 
the house staff and the nursing 
service and personnel departments, 
with the administrator as an ex- 
officio member. It was decided that 
the commission would meet week- 
ly for one hour, as more can be 
accomplished in a series of short 
meetings than in more lengthy 
ones scheduled monthly. 


One of the most important ac- 


tions of our joint commission has 


been the development and distri- 
bution of a questionnaire to the 
medical staff, the public (our dis- 
charged patients) and our per- 
sonnel. We wanted to find out how 
they estimate the care we are 
rendering. We felt there was no 
better way than through a ques- 
tionnaire. 

Questions covered various de- 
partments of the hospital, includ- 
ing the admitting office, business 
office, nursing service, messenger 
and elevator service, dietary de- 
partment, housekeeping, mainte- 
nance and special services. So that 
our coverage would be complete, 
we sent one to every member of 
the medical staff and to the pa- 
tients after discharge; these to- 
taled approximately 800. Instruc- 
tions were given that no name 
was to be signed, that we were 
seeking only an honest opinion. 

The replies have been very en- 
lightening and interesting. The 
many excellent suggestions have 
been categorized into three divi- 
sions—favorable, unfavorable and 
“just suggestions.” Graphs have 
been plotted showing the relation 
of the replies. 

We firmly believe that because 
the continuing work of the pres- 
ent commission has been predi- 
cated by groundwork laid over 
more than two years, we will now 
be able to go forward and do much 
more constructive work as a re- 
sult of this questionnaire. 

At each of the commission meet- 
ings we are discussing one depart- 
ment at a time, using the replies 
obtained from the three question- 
naires. We attempt to solve prob- 
lems, make recommendations and, 
if possible, carry out the major 
suggestions offered. As each de- 
partment is discussed, the head 
of the department participates in 
the discussion. This we feel is 
beneficial to the department. head, 
who brings the information back 
to his department where other 
fruitful ideas may be developed. 

The commission continues as an 
advisory council and liaison group. 
To clarify the line of communica- 


tion the commission thinks desir- 


able, a new organizational chart 
has been prepared, proposing the 
commission’s relationship to the 
rest of the hospital organization. 
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This plan proposes that indi- 
vidual members of the commission 
are responsible, under authority 
of the administrator, for carry- 
ing information and requests for 
action to certain departments, and 
for keeping these departments 
abreast of the over-all activity 
and deliberations of the commis- 
sion. In turn, relationship and 
communication problems arising 


in the individual departments are 


channeled to the commission 
through assigned members. 
Though principles and purposes 
may be established at a national 
and state level, the patient can- 
not benefit unless these purposes 
are made to work within the hos- 
pital where he is receiving care. 


This has been the continuous ac- 


tivity of our hospital since the 
commission’s formation. We spent 
two years laying the groundwork 
and creating group thinking, .and 
now we are consciously organized 
as a joint commission on a solid 
foundation and with clearly de- 
tailed lines of communication as 
our guides. 

Without joint planning and ac- 
tion, the increasing complexity of 
patient care and the rising demand 
for hospital .service inevitably 
would have led to bottle-necking 
of the hospital’s manpower re- 
quirements. The hospital needs 
each individual contribution to- 
ward thinking through its prob- 
lems as much as the work of each 
person’s hands. 


the state 


( Continued from page 63) 


that, since the doctor frequently 
failed to give more than specific 
therapy, someone (and often the 
nurse) must tend to the patients’ 
and families’ social needs. Pro- 
vided she understood what the 
doctor wanted (so seldom the 
case), the nurse would supplement 
his care or, if requested, limit her- 
self to the purely physiologic as- 
pects. 

It seemed to the committee that 
what was needed here was com- 
munication, that in each hospital 
better codperative care could be 
achieved if better communication 
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could be established between doc- 
tors, nurses and administration. 
The committee felt, moreover, that 
the limits of responsibility of the 
doctors and nursing groups needed 
discussion and clarification. 


ESSENTIALS OF CARE 


The committee then strove, not 
entirely successfully, to deal with 


the question, “‘What is essential in 


the general care of the patient?”’ 
It was recognized that this varied 
with the type of case, the size of 
the hospital and the general situ- 
ation. Essential care during mass 
bombing would be very different 
from that in peacetime. 

The committee finally decided 
that safety, comfort (including 
control of noise) and nutrition 
were the only factors that could 
be labeled “essential” in the gen- 
eral care of the patient. There was 
some discussion of appearance and 
cleanliness of rooms—"“. . . patients 
are unable to judge the medical 
care they are receiving, so they 
judge the hospital by the things 
they know, i.e., dust, food and so 
forth.” 

One whole meeting was devoted 
to nutrition, and two dietitians 
were invited guests. It was dis- 
covered that in some hospitals over 
60 per cent of patients were on 
special diets by doctors’ orders, 
and one-half of these were “salt- 
free” diets. The committee felt that 
the growing tendency to order 
special diets needed re-examina- 
tion. This problem again empha- 
sizes the responsibility of the phy- 
sician by whose order all diets are 
given. 

After long discussion, the com- 
mittee agreed that a selective diet 


-was- often more economical and 


usually more satisfactory to the 
patient than a “standard” diet. The 
committee moreover felt that 
meals should have priority over 
other services, such as dressings, 
laboratory tests, examinations and 
so forth, but emphasized that only 
by understanding and codperative 
planning by the three professional 
groups could this be achieved. 


Routine orders took up another . 


meeting. It was the unanimous 
feeling that routine orders were 
generally undesirable, as they 
often necessitated unnecessary 
maneuvers (pre-operative enemas, 
the giving of laxatives, daily baths, 


wheelchair transportation of am- 
bulatory patients and so forth). In 
addition, they often resulted in 
formalized and less _ intelligent 
treatment on the doctor’s part. The 
committee felt also that routine 
orders lessened the teaching value 
of the hospital to residents and in- 
terns. 


ACTION AT LOCAL LEVEL 


The committee early recognized 
that healthy and valuable as its 
discussion proved to be, it was ac- 
tually talking in a vacuum, with 
no action possible at the state 
level. What was needed, the com- 
mittee felt, were similar argu- 
ments and discussions between the 
three groups in each hospital. The 
hospital and nursing representa- 
tives questioned the doctors’ will- 
ingness to find the time for this. 
One committee member said, “The 
doctor group is always trying to 
tell you what to do, but they don’t 
come around (to meetings) at all.” 
When a group meeting was called, 
apparently the nurses and hospital 
administrators appeared but rare- 
ly the doctors. The committee 
recognizes and wishes to empha- 
size that significant improvements 
can develop only with the active 
participation of doctors. The job 
cannot be done by nurses and ad- 
ministrators to, or for, doctors. It 
can only be done with the doctors. 

The committee was confident, 
however, that the doctors were 
fundamentally interested in any 
move that would improve the care 
of the patient. They would gladly 
serve on a hospital committee to 
work out mutual problems with 
the nursing staff and hospital ad- 
ministration if they could be con- 


vinced that such committee work 


would bring results. Time and pa- 
tience are required, however, be- 
fore results can be shown. 

To this end, the committee has 
invited 12 Massachusetts hospitals 
to form trial interdepartmental 
committees. The committee is re- 
questing periodic ‘reports from 
these hospitals and stands ready to 
help with advice or suggestions. It 
is the conviction of the committee 
that improvement in patient care 
will result from the better under- 
standing between doctors, nurses 
and administrators that can be 
achieved by discussion in commit- 
tee at the local hospital level. ® 
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ETHODS OF 


DETERMINING TURNOVER COSTS 


URNOVER RATES can be an ef- 
fective hospital management 
tool; and turnover costs indicate 
the dollar proportion of the turn- 
over problem. These were the con- 
clusions of a research team from 
the Program in Hospital Adminis- 
tration at the University of Minne- 
sota in its pioneer study of the 
actual costs of turnover at North- 
western Hospital in Minneapolis.! 
These general conclusions were 
discussed in a preceding article,” 
Which also summarized the cost 
findings and defined the various 
phases of turnover. This article 
will present methods developed by 
the research team for making 
reasonably accurate estimates of 
turnover costs that are within the 
scope and time of regular hospital 
administrative staffs. 

In the hospital field, labor turn- 
over has not received extensive 
study. Relatively few hospitals 

routinely determine the volume of 
occurring among their 

personnel, although calculation of 
turnover rates is not difficult. Lit- 
tle attention has been given to the 
much more complex task of deter- 
mining turnover costs. Most of 
these are salary costs. Estimating 
turnover costs is therefore essen- 


1. The was carried out under the 
of the of director 


‘Sturd Sturdavant. ont. David 
HE itt ~P Ronald Miss Stur- 
davant is now study >ment lead- 
ership at Southern ethodist University. 
is assistant administrator at Bay- 
lor University Hospital. Dallas. Mr. Jyd- 
is accountin list 


tially a question of estimating the 


time expended by outgoing and in-— 


coming workers, and by other per- 
sonnel, in the turnover process; 
and of converting this into dollars. 

To determine the actual time ex- 
pended for turnover in each indi- 
vidual termination and accession 
would obviously be impracticable. 
The study group concluded that a 
carefully considered estimate of 
the average time for all turnover 
occurring in each job classification 
would be adequate for estimation 
of costs with reasonable accuracy 
and probably would be more rep- 
resentative than the actual time 
for any single instance of turnover. 


STREAMLINING METHODS 


The methods developed in the 
study were designed to reduce to 
a minimum: 

(1) the number of individual es- 
timates of turnover time—by sam- 


pling representative jobs and by 
eliminating duplicate estimates for 
procedures which were similar for 


jobs; and 


(2) the number of cost calcula- 
tions—by grouping time estimates 
before making the final conver- 
sions of turnover time to turnover 
costs. 

Each hospital has a wide choice 
as to the extent of detail which 
may be developed. In appraising 
the turnover problem, turnover 
rates should be determined initial- 
ly by departments and by individu- 
al job classifications. The resulting 
facts can furnish clues to the areas 


which require further investigation. 

The extent to which the time 
estimates should be _ subdivided, 
and the manner of classification, 
will depend upon the extent and 
nature of the turnover problem in 


the individual hospital, and upon 


the personnel and time available. 
In planning a study of turnover 
costs, one of the first considerations 


‘is the period of time to be included 


in the study. How long should this 
period be? Is the study best made 
concurrently or for a preceding pe- 
riod of time? 

The research group. concluded 
that the time period should be long 
enough to include a good cross sec- 
tion of jobs. This, of course, will 
vary among individual hospitals, 
and can be determined only after 
preliminary inspection of turnover 
data (see “Data and Definitions,” 
p. 68). In the survey hospital, 
turnover occurred in about half of 
the job classifications during a 
year. 

The pilot study analyzed turn- 
over costs for the period of the 
preceding year. This was possible 
because personnel records for the 
essential turnover data were com- 
plete and accessible. It was con- 
cluded that when adequate person- 
nel records are available it is an 
advantage to plan the cost study 
for a preceding period on the basis 
of facts rather than tentative ap- 
praisal, and it was pointed out that 
such a procedure makes it possible 
to complete the entire study in a 
relatively short time. 
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The research group suggests, 
however, that a concurrent study 
may also have advantages, since 
the various data might be gathered 
in established periodic routines 
; rather than by concentrated effort, 

| and unexpected deficiencies in per- 

sonnel records could not impede 
the progress of the study. 

In the survey hospital, relatively 
little variation was found in the 
time expended for termination by 

: resignation and for the first four 

phases of accession—recruitment, 

selection, employment and general 

orientation. Sampling proved valid 

for these steps. However, sampling 

could not be applied in the survey 

hospital for the final phase of ac- 

cession (training and learning), 

for termination by discharge or for 

accession under certain’ special 
conditions. 

The research group concluded 
that the job classifications selected 
for sampling should be those in 
which the greatest number of ter- 
minations are concentrated. In the 
survey, turnover occurred in 42 job 
classifications. However, two-thirds 
of the total turnover—200 of the 
301 instances of termination by 
resignation—took place in only five 
of these 42 jobs. 

These five jobs were therefore 
used as the representative samples, 
and average total and unit costs 


STEP IN TERMINATION PROCESS 


notice of resignation 


based on these samples were found 


to be comparable to the costs based 
on estimates for all job classifica- 
tions studied. It was therefore con- 
cluded that a sampling of jobs 
representing approximately two- 
thirds of the total volume of turn- 
over was a-reasonably accurate 
basis for estimation of those steps 
in turnover which show only minor 
variation among different job class- 
ifications. 

Certain specific procedures re- 
quired only one basic total time 
estimate. This was found to be true 
for steps carried out by the ac- 
countant, the payroll clerk and, in 
some instances, the personnel offi- 
cer. Such basic estimates required 
only minor adjustments for any 
slight variations among job classi- 
fications. 

It was pointed out, however, that 
in the survey hospital termination 
and accession procedures were cen- 
tralized in the personne! office, thus 
providing a fairly uniform pattern 
of turnover time except in the final 
phase of training and learning and 
under special conditions of termi- 
nation or accession. Much greater 


_ variation might be found, and sam- 


pling might not lead to accurate 
results, in hospitals without such 
centralized procedures. These fac- 
tors must be carefully considered 
and checked before sampling pro- 
cedures are utilized. . 


|MINUTES EXPENDED BY SPECIFIED WORKER) 


Nurse resigning 
Asst. director of nursing 
Director of nursing 


Nursing supervisor 


Payroll 
Payroll typist 


Administrator 
Chief accountant 


Written notice of resignation 


Terminal interview 


Travel time 


Notification of other depts. 


Note to personnel officer 


Check in locker key 


Notice-of-termination slip 


Special terminal payroll check 
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TOTAL RESIGNATION TIME 


Preliminary review of turnover 
data, and initial estimates of the 
time expended in the various suc- 
cessive steps of turnover, will indi- 
cate the jobs which will serve as a 
basis for sampling, and the phases 
or steps which are comparatively 
uniform in procedure among the 
different job classifications. 

The type of step-by-step analy- 
sis of turnover time which was 
developed in the pilot study is ex- 
emplified in the chart below, which 
shows a work sheet for the time 
expended by a resigning general 
staff nurse, and other personnel, in 
the various steps of termination by 
resignation. It will be noted that 
all but the first two procedures are 
applicable to termination by diis- 
charge as well as to termination by 
resignation. This type of prelimi- 
nary time estimate was made for 
each step and for each person in- 
volved in the turnover process. 

In analyzing the time expended 
in turnover, the survey group de- 
veloped an extensive checklist cov- 
ering many minute details. A 
briefer version of this checklist 
will be published in the forthcom- 
ing Administrators Guide, which 
will be Part II of the August issue 
of HospiITaLs. The study recom- 
mends that this checklist be util- 
ized as an aid in planning, rather 
than as a definitive guide, pointing 
out that some hospitals may find 
certain sections inapplicable, while 
in other cases the checklist may 
not cover all steps. 

It was recommended that for 
each sample job the department 
head and/or supervisors and the 
personne] officer coOperate to make 
joint estimates of the time involved 
for the steps in which they have 
interlocking participation (such as 
communications and conferences 
prior to termination or during re- 
cruitment, selection and employ- 
ment). In this way, estimates will 
be more accurate and details such 
as the time spent in travel between 
departments will not be forgotten. 
Even minimal individual expendi- 
tures of time—sometimes only one 
or two minutes—were found to add 
up to an impressive total in the 
survey. It was suggested that joint 
estimates be checked with current 
experience only in case of doubt or 
difference of opinion concerning 
the time involved. 

Because of the significance of the 
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Earnings record and withholding slip Po 


time and effort contributed by su- 
pervisory personnel to turnover 
cost study, it was suggested that it 
is advisable to enlist their codp- 
eration and aid, through group dis- 
cussion of purposes and methods, 
before beginning the actual study. 
As the work is carried out, other 
conferences may be necessary to 
check progress, to clarify proce- 
dures and to deal with problems 
as they arise. 


TRAINING AND LEARNING PHASE 


Sampling was not recommended 


for the training and learning phase 
of accession, because the time es- 
timates for this phase showed ex- 
treme variation and required de- 
tailed individual consideration for 
each job classification. Careful 
analysis of these costs is especially 
important because the major pro- 
portion of turnover cost was in- 
curred in this phase; over 88 per 
cent of all turnover cost in the 
survey hospital was expended for 
training and learning. 

Extreme care is required in es- 
timating training and learning 
time. As defined in the survey, it 
includes not only time expended 
by old employees in training and 
by new employees in receiving in- 
struction, but also the time re- 


quired for the new worker to reach 
“average productivity” for the job. 
The latter expenditure of time is 
estimated on the basis of the 
degree to which the new worker’s 
performance approaches such av- 
erage productivity.. For example, 
if a new employee is considered to 
achieve 50 per cent of “average 
effectiveness” during the first 
week, half of the hours worked 
in that week are considered to have 
been expended in the learning 
process. 


The survey points out that train-. 
_ ing and learning time for appar- 


ently similar jobs may vary 
considerably among hospitals be- 
cause of differences in job descrip- 


tions and varying methods and 


procedures. For example, in the 
survey hospital the job of general 
staff nurse was found to require an 
extended training and learning pe- 
riod. This was considered to be 
due to the supervisory responsibi- 
lity required. Each general staff 
nurse heads a team, which includes 


a junior student nurse, a practical 


nurse and one or more nurse aides 
or orderlies and is responsible for 
about eight patients. Hospitals fol- 
lowing other types of nursing pro- 
cedures might find less expendi- 


ture of turnover time for this. 
particular job. 

Individual rather than sample 
time estimates were recommended 
not only for the training and 
learning phase but for turnover 
under special conditions. 

Termination by discharge was 
found to require considerably more 
time than termination by resigna- 
tion because of the time spent in 
warnings and conferences and, in 
some cases, the time lost through 
unsatisfactory performance. In the 
survey hospital the unit cost for 
the 20 discharges was found to be 
rom two or three times the unit 
cost per resignation, thus affecting 
costs for this phase significantly. 

It was pointed out, however, that 
termination costs are a relatively 
small proportion of total turnover 
costs, and that when there are rel- 
atively few discharges special han- 
dling may not be required. It was 
recommended that the number of 
discharges, and some spot check- 
ing of the unit cost, be used as a 
basis for deciding whether to han- 
dle discharges on an individual 
basis or to include them with res- 
ignations. 


Accession under special condi- 


(Continued on page 156) 
data and definitions 


DATA: These basic data were used in the study, in addition 


to the time estimates: 


(1) A listing of all regular job classifications in the hos- 
pital, by departments, with the corresponding rates 
of pay [including beginning rates and those for es- 


tablished periodic increases). 


(2) Data for all terminations and accessions occurring 
during the period studied, including department, job 
title, name of worker, salary and date of termination 
or of employment. Special conditions were also noted: 
termination by discharge, and accession by promo- 
tion or transfer {including jobs affected) or change 


from student to employee status. 


and as TERMINATIONS on registration or discharge. 


Workers in the following job classifications were excluded 


from the work force: (1) extra-budgetary jobs, such as 
research appointments; (2) educational appointments 
for fixed period of time, such as those to house staff 


and student groups, and (3) temporary jobs. 


minations. 


Persons on leave of absence were not counted as termi- 
nations on leaving or as accessions on their return. 
Temporary employees hired as replacements for per- 
sons on leave of absence were excluded from acces- 
sions, work force and terminations. 

Promotions were counted as accessions, but not as ter- 


(3) The costs of miscellaneous supplies and expense for 


turnover, such as advertising, office supplies, person- — 


nel and payroll forms, postage and the cost of phys- 
ical examinations prerequisite to employment. 


DEFINITIONS: 


As defined in the study, the worx rorce included all per- 
manent workers, both fulltime and part-time, and all 
probationary workers, in regular job classification. 
Such employees were counted as accessions, when 
hired, as MEMBERS OF THE work Force while employed, 


CALCULATION OF TURNOVER RATE: 


The equation for eclculating the turnover rate based on 
terminations is as follows: 


— MUMBEE OF TERMIMATIONS y 


The average work force is defined as the average of the 
number in the work force (I) at the beginning and 
(2) at the close of a specific period of time, usually 
a month but sometimes a quarter or a year. Quarterly 
and annual rates are computed directly from the 
formula, rather than by addition of monthly rates. 
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health education 


for outpatients 


MARY LOU SKINNER AND MAYHEW DERRYBSERRY 


“DIAGNOSTIC” process of 
telling people things is not the 
most successful nor satisfying way 
of working educationally with 
them— it is often dangerous, and 
its effect cannot be foreseen.' 

It would seem preferable to 
adopt the “therapeutic”’ process of 
helping people to recognize things 
for themselves. However, since 
many shared attitudes are derived 
from the teacher - pupil experi- 


ence of academic life, the attitude 


that one educates people by doing 
things to them is carried over into, 
and dominates, the educational 
relationships to patients. The dif- 
ference in the diagnostic and ther- 
apeutic processes is between doing 
things “to” or “for” people and 
doing things “with” them. 
Printed literature, exhibits and 
information racks are useful tools 
in an educational program, but the 


extent of their effectiveness, de- 


pends on thoughtful planning for 
their use. The Veterans Adminis- 
tration Hospital in Rutland Heights, 
Mass., used to give packets of pam- 
phlets on tuberculosis to every 
new tuberculosis patient admitted. 
They lay untouched on the bed- 
stands. However, when racks were 
put in the wards where the men 
could make their own selections, 
pamphlets. began to disappear, in 
considerable variety and number. 

Another, and even more signif- 
icant use of health literature, is 


Mrs. Skinner is health education con- 
sultant in the Public Health Service, De- 

rtment of Health, Education, and Wel- 
seh Region 11. New York City. Mr. Der- 
_ryberry is chief, Health Education Serv- 
‘ices, Division of General Health Services. 
Public Health Service. This article is ab- 
stracted from a paper presented jointly 
by the authors to the outpatient session 
of the Tri-State Hospital Assembly in 
Chicago. March 4, 1954. and voublished in 
Public — Reports (69: 1107-1114), No- 
vem 1954. 


1. Wilson, A.T.M.., tions oot 
ical Practice and ork 
Action Research.” J. Social Issues 
Spring 1947. 
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that reported by Schwartz.? The 
Cornell University Medical Center 
outpatient department in New 
York City started using pamphlet 
racks with a wide range of sub- 
ject matter. Some of the staff were 
cynical. 

“Why child leaflets in 
an adult clinic?” ‘they asked. “Who 
on those benches requires pre- 
natal care? A glance would show 
that the average age is 60.” But 
patients. waiting on outpatient 
benches, like people everywhere, 
have families. They did not dis- 
card family problems nor inter- 
ests at the clinic door, and the 
pamphlets disappeared. 

The educator was still not satis- 
fied, and another approach was 


tried. This time only one copy of 


2. Schwartz, D., “Health Promotional 
Literature for Clinic Patients; An Experi- 
ment by the Nursing Service of the New 
York Hospital, Cornell Medical Center, 
Out-Patient Department.” Am. J. Public 
Health (43: 1318-1323), 1953. 


each leaflet was made accessible. 


It was clearly marked, “Please 
do not remove this booklet from 
the clinic. If you think a copy will 
help you, talk with the nurse about 
obtaining one.’” These pamphlets 
were mixed with copies of the 
Saturday Evening Post and other 
magazines. To the surprise of the 
clinic staff, there were 136 requests 
for the leaflets in the first four 
weeks. Pamphlets in hand, the pa- 
tients came and asked for informa- 
tion. The conferences which fol- 
lowed brought to light all manner 
of problems not directly related 
to the patient’s reason for coming 
to the clinic. Transfer to physicians 
of information important to the 
treatment of the individual pa- 
tients was a valuable result. 

Advising and planning with pa- 
tients and their families on what 


to expect in connection with med- 


ical therapy can produce favor- 
able educational results. The study 
on hospitalization of children for 
tonsillectomies* conducted by the 
Albany (N.Y.) Medical College 
Department of Pediatrics is an ex- 
ample of anticipatory planning. 
Among other things, this study 
showed that young children re- 
sented a jab with a hypodermic 
needle. The child was told that the 
only jab he had to take was the 
finger prick for a hemoglobin 


3. Winkley, R., “When a Child Must Go 
to the Hospital."’ Child (17:34-36), Novem- 
ber 1952. 
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reading. The staff found that if 
- young Philip knew in advance 
that his finger would receive a 
slight prick, such as he gets doz- 
ens of times playing, followed by 
the appearance of a round bead 
of his own beautiful red blood, 
he was likely to watch without 
anxiety while the bead of blood 
rose in a little glass tube, just as 
he had been told it would. Moth- 
er might stand by trying to keep 
from shuddering, but Philip was 
fascinated. This is health educa- 
tion of real significance. 

Any number of people, given 
the opportunity, will welcome the 
chance to help with the clinic’s 
education program. It is not at all 
necessary for the clinic to do it 
alone. If mimeographed maps or 
guides to the clinic routine are 
needed, volunteers can solve the 
problem. If the staff is too busy 
to take time to talk with foreign- 
born folks who struggle with Eng- 


lish, the local adult education cen- 
ter may be able to supply volun- 
teers from its foreign language 
classes. 

If time will not permit inservice 
education of staff, a plan used in 
Boston may be the solution. There, 
nine hospitals and 11 official and 
voluntary agencies set up a com- 
mittee on outpatient education to 
plan ways for improving edu- 
cational practices. Educators are 
members and suggest improve- 
ments for the staffs to try. Other 
services for which the hospital 
clinics do not have time to recruit 
independently are provided in oth- 
er ways. 

Volunteers provided the Lub- 
bock (Tex.) Memorial Hospital 


with pamphlet racks and kept 


them filled; they also provided 
transportation for the indigent. 
While doing this, they learned 
about another need and have 
helped the hospital develop a Ne- 
gro prenatal clinic. Now, they 
are working on community un- 
derstanding of welfare problems 
which affect the hospital. Thus, 
a double educational goal is being 
served. Not only are the patients 
in the hospital learning, but the 
volunteers have discovered many 
opportunities for effective action. 

Group activities is one of the 
more significant methods that can 
be used by clinics to provide learn- 
ing opportunities. This method is 
being tried in a wide variety of 
situations. 

Group discussions with parents 
in child health conferences at the 
Lillian Wald Health Station‘ in 


4. Wishik, S. M., “Parents’ Group Dis- 
Gatene in a Child Health Conference.” 
. J. Public Health (43: 888-895), 1953. 


New York City, group discussion 
with parents and families of pre- 
mature babies and of children with | 
rheumatic fever at Grace-New 
Haven Community Hospital, New 
Haven, Conn.,° the group work 
with diabetic patients carried on 
in Boston by the city hospital and 
the Diabetes Field Research and 
Training Unit of the Public Health 
Service, and the group work with 
obese patients at Herrick Memo- 
rial Hospital in Berkeley, Calif., 
indicate some of the experiments. 
Group work with patients who 
have had coronary attacks has 
been proposed. Alcoholics Anony- 
mous is working closely with some 
hospital clinics in group discus- 
sions with alcoholic patients. Group 
methods of education can be used 
to help parents of handicapped 
children learn how to work more 
successfully with their own chil- 
dren.* 

Group activities in this context 
does not mean classes in the tradi-. 
tional lecture form; it means, in- 
stead, ways of bringing people 
together to create situations in 
which they feel free to discuss 
their own reactions about the 
problem in question. They learn 
from. each other and give support 
to each other. The classic study’ 
with mothers of young infants on 
feeding orange juice and cod liver 
oil, done at the University of Iowa 
Hospital, brought out clearly the 
advantage of decision-discussion 
methods. In such group discus- 
sions, incorrect ideas are likely 
to be rejected by the group; peo- 
ple are strengthened by group at- 
titudes of their peers and support- 
ed in changing or in tentative new 
convictions. 

Leadership for. this kind of 
group discussion is a skill. Only 
recently has it been taught in 
school. Moreover, new studies in 
group discussion methods are go- 
ing on all the time. The clinic staff 
which is interested in exploring 


this method would be well advised — | 


to consult with local resources for 
help in adapting these skills to 


their special needs. 


5. Kirchner, A., “Pare Classes in 
Maternity Program.” "Am. Public 
(43: 896-899), 1953. 

6. Milliken, S., Discussion of 
Parents of Handi “neat Children from 
the Health Education Standpoint.” Am. J. . 
Public Health (43: 900-903), 1953. 


7. Radke. M., and Klisurich, D., 


“Ex- 
periments Cha nging Food Habits.” d. 
Am. Dietetic Assn. (23: 403-409), 
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how the hospitals 


OSPITALS THROUGHOUT the 

country have an important 
part to play in the success of a new 
provision of the Social Security Act. 
This provision (often referred to 
as the “Disability Freeze’) is de- 
signed to preserve the Old Age and 
Survivors Insurance rights of se- 
verely disabled workers. 

Hospitals will be affected be- 
cause of the part many of them 
must play in assisting those who 
claim this “Disability Freeze’ in 
providing medical proof of their 
disability. 

About 70 million persons are 
now insured under the Old Age 
and Survivors Insurance Program 
and with the recent expansion of 
coverage, nine out of ten jobs in 
the country are covered. 

The new disability provision has 
an effect similar to the waiver of 
premium in commercial life insur- 


ance. It does not provide cash . 


benefits but permits a worker to 
keep his Old Age and Survivors 
Insurance rights intact during the 
period when he is unable to- work 
because of total disability that has 
existed for at least six months and 
is expected to last indefinitely. 


WHAT THE "FREEZE" MEANS 


For a worker to become entitled 
to monthly Old Age Insurance 
payments or for his family to be- 
come entitled to monthly pay- 
ments in case of his death, he must 
meet a minimum work require- 
ment under Social Security. The 
amount of his payments is then 
figured from his average monthly 
earnings in work covered by Social 
Security. Previously, this average 
had to be calculated over the en- 
tire period, from a specified start- 
ing date until the date when the 
worker became 65 years old or 
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of the Bureau of Old Age and 
Survivors Insurance, Department 
of Health, Education and Wel- 
fare.—Editor's Note. 


died. A prolonged period of dis- 


ability could reduce this average 
under the old law or even mean 
loss of the rights to any payments 
at all. The new provision permits 


the period of disability to be ex- . 


cluded in the determining the right 
to benefits and the amount of those 
benefits. 


IMPORTANCE OF MEDICAL EVIDENCE 


“Disability’”’ as defined in the 
law will be determined on the 
basis of all the relevant facts in 
a case and by application of gen- 
eral guidance lines or standards. 
It will be an evaluation of the 
effect of the impairment upon 


‘ability to work (a person who 


meets the test of blindness, as de- 
fined, is disabled under the law 
whether or not he is capable of 
ga'nful activity). 

Obviously, medical evidence to 
establish the nature and severity 
of the applicants impairment is 
necessary. Each applicant must 
submit such medical evidence. He 
will ordinarily seek medical evi- 
dence from one of two sources: 


1) His physician may provide a 


report on the disabling condition. 
A short form for this purpose, di- 
rected to pertinent medical his- 
tory, clinical findings and diag- 
nosis, is available but its use is 
optional. 

2) Alternatively, the disabled 
worker may arrange to have a 
summary of pertinent medical 
findings submitted on his behalf by 
a hospital or other institutions 
where he received medical care, or 
by a private or governmental 
agency to which he previously ap- 
plied for disability benefits or 
services. The report may be made 
on the same form as that supplied 
to physicians or by photostat, or 
a narrative form, at the option of 
the institutional agency. 

Since records of examination 
and treatment in hospitals or 
clinics will often be the available 
proof of the worker’s impairment, 
many disabled persons will un- 
doubtedly turn to hospitals to fur- 
nish transcripts or excerpts of 
their medical records to the 
proper agencies. 

The hospitals can help their pa- 
tients by including sufficient data 
about their medical history and 
clinical findings to enable the re- 
viewing physicians, who will not 
have examined the patient, to 
reach the same diagnoses and to 
evaluate the patient's remaining 
physical and. mental capacities. 
History will also be important to 
help establish when and where the 
disability began. 

State agencies which make the 
determination of disability will be 
reimbursed by the Federal Old 
Age and Survivors Insurance Trust 
Fund for the cost of making these 
determinations, including the cost 
of obtaining the necessary addi- 
tional medical data. . 
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ayroll controls and the accountant 


counting has taken everyday 
- words and clothed them with spe- 
cial meanings for its own purposes. 
Such traditional terms ‘as “asset,” 
“liability,” “debit” and “credit” 
are now well established in the 
separate language of accounting. 

“Control,” however, is not yet 
clearly defined as an accounting 
term. In the more general sense 
“controls” are any and all of the 
policies, plans, methods and pro- 
cedures used by an organization 
to achieve its aims. Whether they 
are called “accounting controls,”’ 
“management controls” or “inter- 
nal checks,” they are the reins that 
guide the organization to its des- 
tination. 

Certain specific accounting tech- 
niques are sometimes identified as 
“internal controls.” As often as 
not, however, these techniques are 
related to the relatively narrow 
concept of “internal checks’’—ac- 
counting methods designed to pre- 
vent fraud or similar misuse of 
assets, particularly cash—in which 
the basic principle is separation of 
“custody of’’ and “accounting for” 
assets or services, so that fraud 
cannot easily be perpetrated by an 
employee acting alone. 


OTHER DISCIPLINES, ac- 


BASES FOR PAYROLL CONTROLS 


When we plan payroll controls 
for a hospital, we must first con- 
sider them in the broadest sense. 
What are the hospital’s aims? 
What kinds of service is it to ren- 
der? How many patients is it to 
serve? Whether or not these aims 
have been precisely defined, and 

whether they are determined by 


Mr. Starr is assistant administrator of 
the 234-bed Scott and White Memorial 
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deliberate planning, social and 
‘political custom or the pressure of 
circumstances, they exist for every 
hospital; and they are a compel- 


_ ling force in its activities. 


The next step towards establish- 
ing payroll controls is to interpret 
the hospital’s aims in terms of per- 
sonnel requirements. How many 
nursing hours per patient day are 
required to achieve the kind and 


quality of nursing care desired? 


How many graduate nurses will be 


needed to meet this standard? 


How many vocational nurses? How 


many orderlies or attendants? Do 


we need ten technicians for our 


clinical laboratory and five for 


radiology, or can one person pro- 
vide this service for both depart- 
ments and perhaps act as business 
manager as well? 

What are the prevailing salary 
scales for each of these classes of 
personnel? If we have not taken 
our financial limitations into ac- 
count from the first, we may have 
to pause here and revise our 
“aims.” 

In the very small hospital, per- 
sonnel requirements and financial 
restrictions may be obvious and 
may call for little formal consider- 
ation. Yet although the personnel 
structure of such a hospital may 
exist only as a plan of action in 


-the mind of the administrator, it 


still can be regarded as a “‘control”’ 
affecting payroll expense. In larger 
institutions, the complexities of 
the organization are too great to 
be carried in the mind of any one 
person, and a written systematic 
description of the organization’s 
personnel needs becomes necessary. 
The formal record also insures 
mutual understanding between the 
administrator and the various de- 


partment heads and supervisors 
concerned. 


Position Control Plan. Orderly deli- 


neation of personnel requirements 
may be simplified with the “Posi- 
tion Control Plan” of the Amer- 
ican Hospital Association.' This 
sets forth a definite systematic 
procedure for stating the personnel 
requirements of a hospital, by de- 
partment or section, in terms of 
skills, qualifications and salary 
scales. While the position control 
plan is thus akin to the tables of 
organization used by the military, 
it goes further than these tables, 
for it also embodies a system of 
authorization that makes it an in- 
strument of aetive and positive 
day-to-day control, rather than 
merely a plan or guide. 

Budgeting. Preparation of a budget 
is another means of formalizing 
determination of the hospital’s 
personnel requirements. Here we 
are concerned with payroll plan- 
ning in terms of a period of time 
—a month, a quarter, or a year. 


Whatever its size, the hospital is. 


likely to benefit from budgeting, 
which is one of the most practical 
ways of testing “aims” before they 
are actually put into practice. 


POLICIES AND PRACTICES | 


When we have interpreted the 


broad goals of the hospital in terms 


of personnel, we still have laid 
only the foundation of a complete 
structure of payroll controls. Per- 
sonnel policies must be establish- 


ed to insure that our hospital 
achieves itS aims. Policies regard- 
ing hours of work, vacation, sick 
leave and time off will all have a 
critical effect upon payroll. Wheth- 
er authority to take payroll action 
is delegated centrally to a per- 
sonnel office or. dispersed through- 
out the various departments of 
the hospital is a matter of policy 
which constitutes a control of pay- 
roll. 

Personnel policies must, of 
course, be implemented by per- 
sonnel practices. Certain person- 
nel records and reports, together 
with the procedures set for their 
preparation and processing, are 
examples of practices which func- 
tion as payroll controls. 

The employment notice, or -writ- 


*“Position Control Plan: Personnel] Re- 
lations Program.” American Hospital As- 
sociation, Chicago, 1952. 16 pp. $1. 
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ten authority for employment, is 
one such record. Usually includ- 
ing information as to the name, 
position, starting salary, proposed 
future salary and perquisites to 
be granted the new employee, it 
may be compared with the basic 
standards which have been estab- 
lished in general petsonnel plan- 
ning before the final decision is 
made for employment of the indi- 
vidual. Notices of salary adjust- 
ment, inter-departmental transfer 
and employment termination serve 
a similar purpose. 

The time ‘sheet, or time card, 
is probably the most commonly 
used payroll control tool. Its rec- 
ord of hours worked and of ab- 


sences is authority for prepara- 


tion of the individual paychecks 
that comprise the payroll. The 
time clock (not. often installed in 


hospitals) is an example of that 
special aspect of control, “internal 
check,” acting to separate the 
“custody of’ and “accounting for’”’ 
the services of the employee. 
‘Salary review or merit rating 
programs involve personnel prac- 


tices which act as payroll controls. 
The position control plan and bud- 


get, as they are applied in the 
approval, modification or rejection 
of proposed actions affecting pay- 


roll, also become part of continu- 


ous personnel practice. 


ROLE OF THE ACCOUNTANT 


The accounting office plays a 
limited role of its own in the ap- 
plication of payroll controls, when 
individual records such as the 


‘employment notice and time sheet 


are reviewed for conformance with 
policy, checked for accuracy, and 
translated into payment for serv- 
ice rendered. Above all, the ac- 
countant is responsible for the 
accuracy of entries into his ac- 
counts; to this end he employs 
controls such as the simultane- 
ous preparation of the employee’s 


earnings record, payroll register 


and paycheck on a bookkeeping 
machine or pegboard. 

The accountant also may be a 
key figure in the development of 


-the more general payroll controls. 


Frequently he bears the major 
burden of preparing and apply- 
ing the budget. His specific re- 
sponsibility for the payroll places 
him in a unique position to detect 


the general payroll control needs 
of the hospital and to advise man- 
agement accordingly. 

He may also share a portion of 
the most ambiguous, yet often 
most important, force in payroll 
control—supervision. The super- 
visor, perhaps more than any oth- 
er person, determines the number 
and quality of employees needed 
to do the particular part of the 
whole hospital job for which he 
is responsible, and he .must see 
that these employees produce a 
day’s work for a day’s pay. Meth- 
ods, plans and systems are out- 
weighed by the personal qualities 
of intelligence, courage, integrity 
and persistence exercised by the 
supervisor to attain the aims of 
the hospital. 


The transition of accounting, 


from its Victorian role of record- 
ing the values of assets and liabili- 
ties and of providing protection for 
those assets against fraud to its 
present-day permeation into all 
phases of business operation, is 
well recognized. In a similar tran- 
sition, the approach and methods 


of the accountant have been adopt- ~ 


ed in other areas of hospital oper- 
ation. As we have seen, payroll 
controls are developed and used 
throughout the entire organiza- 
tional structure and are by no 
means confined to the province 
of the accountant. 

Commendable and useful as this 
development of methods and pro- 
cedures to achieve the aims of the 
hospital has been, it has its dan- 
gers. Hospitals are, to an almost 
total degree, composites of human 
service. They react to systems and 
restraints in much the same way 
as do individual persons. Too pos- 
itive, thorough or rigid a program 
of controls may restrict hospitals 
in performing. the very role for 
which they are created—the hu- 
mane care of the sick. 

As payroll. controls, or other 
controls, are -devised and applied 
to the hospital, large or small, 
they must be weighed carefully in 
comparison with human strengths 
and weaknesses. Here, as every- 
where, the delicate balance of 
judgment must be brought into 
play in the continuous process of 
molding people and material re- 
sources to that dynamic combi- 


nation of aims and achievements 


that forms a hospital. bd 
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activities of the Washington Service Bureau 


HE WASHINGTON SERVICE Bu- 
reau of the American Hospital 
Association has developed an ex- 
panded program, adding to the 
scope and depth of its service func- 
tions to AHA membership. An 
ever-increasing amount of federal 
legislation and activity which has 
a direct and daily impact on hos- 
pital administration is now being 
analyzed and reported by the staff 
of the Washington Service Bureau. 
Among the expanded service func- 
tions, three have received top pri- 
ority of action. They are: (1) 


Congressional and federal agency | 


liaison; (2) liaison with state as- 
sociations; and (3) research and 
writing of special legislation. 

By personal contact documents, 
testimony and formal letters, in- 
creased emphasis has been given 


to bringing the views and policies . 


of the AHA membership to the 
immediate attention of key mem- 
bers of Congress and Administra- 
tion officials who are charged with 
responsibility for federal lezisla- 
tion and regulations affecting the 
daily operation of American hospi- 
tals. This is being done at a time 
when more health bills have been 
introduced into the House and 
Senate than in any other session 
of Congress. 

An active program of codpera- 
tive meetings (formal and infor- 
mal) with federal hospital officials 
has been initiated. Out of such 
meetings, positive solutions to 
common problems in hospital ad- 
ministration may well come. 

The Washington Service Bureau 
has been developing a special re- 
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porting service to AHA state asso- 
ciation membership. It is planned 
that the Bureau will act as a con- 
tact clearing house to advise and 
work with state associations on 
tax problems and other state leg- 
islative actions affecting the opera- 
tion of member hospitals. 

Special task forces have been 
organized to research and draft 
legislation for Congressional ac- 


tion. For example, under 


direction of a specially created 
joint committee: of the American 
Hospital Association and the Blue 
Cross Commission, the Washington 
Service Bureau is now undertak- 
ing a major project, the implica- 
tions of which will bear directly 
on the future development of the 
entire voluntary hospital system. 
This special committee, the Joint 


Committee on Legislation for the 
Aged, Unemployed and Indigent, - 


has#set itself at the task of de- 
veloping legislation which will 
seek government cooperation in 
providing hospital care for those 
groups in our population which, 
because of limited income, are 
unable to participate in voluntary 
prepayment systems of. hospital 


This is one of a series of 
monthly articles covering the 
activities of the American 
Hospital Association. Areas 
being developed in the Asso- 
ciation’s expanded program 
as well as current projects of 
the Association's councils and 
committees will be reviewed. 


care. The activities of the Wash- 
ington Service Bureau in organ- 
izing the research and finding 
practical solutions to financing the 
care of these non-wage and low- 
income groups is a significant ex- 
ample of the expanded program 
of AHA services. 

The joint committee has moved 
forward on this problem from an 
understanding that this is one of 
the major health issues facing the 
country today. While the health 
needs of these special groups have 
all been studied and reported on 
in the past, the problem of fi- 
nancing their hospital care was 
raised to national prominence by 
the report of the AHA-sponsored 
Commission on Financing of Hos- 
pital Care. 

Taking its direction from the 
special joint committee, the Wash- . 
ington Service Bureau has provid- 
ed the administrative back-stop- 
ping in developing and presenting 
solutions for financing health care 
in each of the three populaticn 
categories. The Bureau staff has 
been augmented by a special staff 
consisting of legal counsel, actu- 
arial specialists, statistical consul- 
tants and others as well as special 
staff assigned by the Blue Cross 
Commission. In a series of inten- 
sive working sessions and meet- 
ings, the joint committee has 
drafted legislation for two parts 
of this program. Work is continu- 


ing on the problem of the unem- 


ployed. 
The issue and the problem in- 
volved in providing hospital care 


(Cont'nued on page 157) . 


HOSPITALS 


AHA 

= 


The ehenen general and medical 
practice by hospitals 
(Continued from page 54) 


erly included in a patient-day of 
hospital care; that such services be 
included in prepayment hospital 
service plans; that satisfactory 
financial arrangements between 
hospitals and specialists are most 
equitably established by mutual 
agreement among those directly 
involved in the individual hos- 
pital; and that the methods and 
amounts of compensation are the 
mutual responsibility of the hos- 
pital and physician concerned, 
subject to final approval by the 
hospital governing board. The 
AHA contended that satisfactory 
arrangements between the individ- 
ual hospital and its radiologist, 
pathologist and anesthesiologist 
should be guided by the ‘“Princi- 
ples of Relationship between Hos- 
pitals and. Radiologists, Anesthe- 
siologists and Pathologists,” which 
still stands approved by the Amer- 
- jean Hospital Association and the 
various professional organizations, 
except the American College of 
Radiology and the American So- 
ciety of Anesthesiologists. 


In 1951, the AMA’s board of 
trustees, having studied the Hess 
Committee’s report as amended by 
the Reference Committee and 
adopted by the house of delegates, 
offered its own version.* The re- 
port declared that the corporate 
practice of medicine is illegal in 
most states; that the decision as to 
ethics must be based on the ulti- 
mate effect for good or ill on the 
public as a whole; that all deci- 
sions must first be considered at 
the local level; that anesthesiolo- 
gists, etc., should have all the 
rights and privileges of other staff 
members of equal standing. Con- 


troversies that cannot be settled at 


a lower level are to be appealed 
to higher authority, as necessary— 
(1) management level, (2) county 
medical society, (3) state medical 
association and (4) Judicial Coun- 
cil. 

A few months later, the Ameri- 
can Society of Anesthesiologists 
adopted a Statement of Policy’ 
which declared its over-all policy 
to be that it shall be unethical for 
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any practicing anesthesiologist to 
enter into a relationship with any 
hospital which enables it to offer 
his services for a fee, whether the 
fee is billed by the corporation in 
his name or included by the cor- 
poration in a flat fee covering other 
services as well. It is immaterial 
whether the measure of remunera- 
tion is salary, percentage or com- 
bination of them. 


The Judicial Council of the 
AMA, however, has repeatedly 
stated’ that the acceptance of a 
salary by a physician does not 
necessarily constitute unethical 
conduct; whether the arrangement 
is ethical or unethical has to de- 
pend upon the facts in each case. 
The facts include whether there is 
exploitation of the services of a 
physician, whether there is un- 
ethical division of fees, whether 
there is a denial of free choice of 
physician, whether the arrange- 
ment causes deterioration of the 
quality of medical services. 


The house of delegates of the 
AMA in 1953 adopted the state- 
ment!! that 

“the Principles of Medical Ethics as for- 
mulated, interpreted and applied by the 
AMA must be considered the only funda- 
mental and controlling application of ethics 
for the entire profession, Any statement by 
other organizations is without official sanc- 
tion of the entire profession as represented 
by the AMA.” 

Fortunately, a joint committee 
of the respective boards of trustees 
of the AMA and the AHA, after 
“friendly negotiations,” in 1953 
adopted a report'* entitled Report 
of the Joint Committee on Hospi- 
tal-Physician Relationships of the 
Board of Trustees of the AMA 
and the AHA, which recognizes 


. the right of a physician to develop 


the terms of his services on the 
basis of local conditions, but such 
contractual arrangements should 
in all cases ensure (a) the policy 
of professional incentive for the 
physician and (b) progressive de- 
velopment of the hospital depart- 
ments involved, in order that in- 
creasingly improved services to 
patients may be rendered. The 
physician may not dispose of his 
professional attainments or serv- 


ices to any hospital or organization 


under terms or conditions which 
permit exploitation of the patient, 
the hospital or the physician. 


Medical ethics and legal deci- 


sions on the subject of corporate 
medical practice are not always in 
harmony. It is a well-established 
fact that corporations organized 
both for profit and not for profit 
are employing a substantial num- 
ber of physicians and other pro- 
fessionals for teaching, research, 
administration and advisory work, 
and the cost of their services must 
be included in the selling price of 
the product somewhere. If the con- 
sumers of the product are then 
charged for these services rendered 
by physicians, are the corporations 
practicing medicine? This is not a 
$64 question; the answer involves 
much more. 

Much research remains to be 
done in the legal aspects of the 
practice of medicine before the es- 
tablished practice of employment 
of physicians by corporations can 
be reconciled with the theory that 
the corporation is doing something 
illegal if it includes in its final 
charges for services the cost of the 
salary of its physician-employee. 


DECISIONS OF THE COURT 


The first point to be considered 
is what interpretations the courts 
have given to the several medical 
practice acts as applied to corpora- 
tions which have physicians and 
surgeons in their employ. The gen- 
eral rule is that unless there is a 
statute or case law permitting it, a 
corporation as an entity and in its 
own name may. not engage in the 
practice of any of the healing arts 
nor be licensed for that purpose. It 
has been held’* to be contrary to 
public policy for an unlicensed 
person or entity to engage in the 
practice of the medical profession 
through licensed employees, or for 


a licensed physician to practice as . 


an employee of an unlicensed per- 
son or entity. 

With two exceptions (Nebraska 
and Missouri), it is clear that a 
corporation organized for profit 
under the general corporation law 
of the state, selling stock and pay- 
ing dividends out of profits, is 
within the prohibition against the 
practice of medicine by a corpora- 
tion. However, a distinction is 


made by some courts between a 


corporation organized for profit 
and one which is incorporated as a 
nonprofit corporation, such as a 
hospital corporation, the latter be- 
ing permitted to carry on all the 
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functions necessary for the proper 
conduct of the institution and the 
treatment of its patients. 


MEDICAL PRACTICE BY CORPORATIONS 

Objections to medical practice 
by corporations are: (1) that the 
corporate entity is unable to meet 
the educational and character re- 
quirements prerequisite to licen- 
sure; (2) that physicians are con- 
trolled in their purely professional 


‘activities by unlicensed persons in 


such manner as to exploit the phy- 
sicians; (3) that the professional 
relationship between physician and 
patient is impaired; and (4) that 
the patient is deprived of the free 
choice of physicians. In a recent 
California case,'* the court stated 
that the rule against the corporate 
practice of medicine is designed to 
protect the public from possible 


‘ abuses stemming from the com- 
mercial exploitation of the prac-. 


tice of medicine. 

One decision’® declares that 

“the courts which profess to deny all cor- 
porations the right to have any connection 
with medical activities have apparently mis- 
construed the purpose of state licensing 
statutes.” 

The courts have recognized! 
that the normal status of a physi- 
cian employed to render medical 
service is that of an independent 
contractor, when his judgment is 
not controlled by his employer and 
he uses his own method of treat- 
ment. It is only when lay officers 
or directors exercise substantial 
supervision over the professional 
activities of the physician that 
there is ground for arguing that 
the corporation is permitting un- 
licensed persons to practice medi- 
cine. Control by laymen over ad- 
ministrative details is not control 
over professional judgment. The 
real issue"’ is not whether corpora- 
tions are generally unlicensed to 
practice medicine, but whether in 
each individual case the physician 
is actually controlled in his purely 
professional functions by unli- 
censed persons, in such manner as 
to nullify the purpose of the licens- 
ing statutes. 

It is feared by some that corpo- 
rate medical practice will interfere 
with the patient’s choice of a phy- 
sician, as well as with the confi- 
dential and intimate relationship 
of physician and patient, because 
of the conflict between the physi- 
cian’s loyalty to his corporate em- 
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ployer and his duty to the patient. 
Such a claim might be justified, it 
is agreed, if the old-fashioned fam- 
ily doctor type of medical practice 
was still the usual condition. 


Modern medical practice has re- 
sulted in the patient receiving 
medical’ care from physicians 
whom he may never see, such as 
the radiologist, the pathologist or, 
in some cases, even the anesthe- 
siologist; or in being visited by 
consultants with whom he has had 
no prior acquaintance or relation- 
ship. The choice of physician is 


‘now restricted to a greater or 


lesser extent in many areas, as in 
county, municipal and other gov- 
ernmental hospitals, and in group 
medical practice. Some patients 
prefer to have the physician se- 
lected by one who has a better 
acquaintance with his character 
and ability. Reputable corporate 
organizations, such as accredited 
nonprofit hospitals, by careful se- 
lection of their medical staffs, fur- 
nish the patient with the assurance 
of the competency of their physi- 
cians. Under such conditions, the 
restriction on choice works to the 
patient’s benefit, and there is no 
interference with the physician’s 
loyalty to the patient.'* 

While numerous state statutes 
and legal decisions directly forbid 
the corporate practice of law, ex- 
press prohibition of the corporate 
practice of medicine is rare. In 
cases where the right of the cor- 
poration to practice medicine has 
been barred, such denial has been 
based on statutes which forbid the 
practice of the healing arts by un- 
licensed persons. 


DECISIONS PERMITTING MEDICAL 
PRACTICE BY CORPORATIONS 


There are decisions,’® few in 


number, that a nonprofit hospital 
may practice medicine through its 
qualified staff members; the phy- 
sicians may function on behalf of 
the hospital if no individual stands 
to profit by their services. In con- 
trast to the for-profit interest of 
the private hospital, the interest of 
the nonprofit hospital and the pa- 
tient is one and the same, i.e., his 


welfare. 


The United States Supreme 
Court, in affirming®® a decision 
of a lower federal court against 
the American Medical Association, 
stated: 


“But in all the cases we have examined in 
which the practice has been condemned, the 
profit object of the offending corporation 
has been shown to be its main purpose, and 


_ in no case were the circumstances precisely 


like those described in the indictment, i.e., 
a nonprofit organization, conducted so that 
the proper doctor and patient relationship 
is preserved ... a plan designed not to in- 
terfere with the doctor's loyalty to his pa- 
tient so as to commercialize medicine in a 
way contrary to the best interests of patient 
or practice, or to subject the physician to 
the corporation's control and make his prac- 
tice a corporate act... . in these respects it 
differs from the medicine practicing cor- 
porations which in many of the states have 
been held to be illegal.” 

Those courts which have exco- 
riated medical corporations oper- 
ated for profit have recognized”! 
that nonprofit corporations are 
much less likely to exploit the pro- 
fession. 


FUNCTIONS OF THE NONPROFIT 
HOSPITAL 


Service to the sick cannot be 


confined to furnishing bed and 


board to the patient; it must in- 
clude care by trained nurses and 
qualified physicians. The primary 
objective of the voluntary hospital, 


as well as the reason for its estab- 


lishment, is to render medical 
treatment and nursing of a skilled 
character. It is this facility for 
offering the patient a higher degree 
of care in the hospital than would 
be available outside. the institu- 
tion which makes it desirable. 
Thus, while a hospital may not be 
licensed to practice medicine—a 
Virginia case** holds—it may en- 
gage in so much of the practice as 
is customary and necessary to the 
proper conduct of its business, 
without being required to comply 
with the regulations provided for 
the individual. 

In New York State, the practice 
of medicine by incorporated non- 
profit hospitals has been upheld, 
one case** ruling that 

. hospitals, dispensaries and similar 
corporate institutions which are unquestion- 
ably authorized by law to practice medicine, 
through the agency of natural persons who 
are duly registered as physicians,” 
do not violate the law by prac- 
ticing healing. In another case,** 
the same conclusion was reached 
from a different approach. 

“A hospital, rather than practicing medi- 
cine per se, is a place where medicine is 
practiced by physicians.” 

Without clinical and x-ray labo- 
ratories, operating room and other 
ancillary services for the sick, it is 


‘HOSPITALS 


not a hospital but a hotel. The hos- 
pital’s professional functions are 
performed by persons skilled in 
the various aspects of the medical 
art; whether a charge is made for 


the services or payment is made | 


to the physician is not determina- 

tive of the practice of medicine. 
In New York State, nonprofit 

and municipal hospitals have been 


held*> entitled to recover for med- . 


ical and surgical services rendered 


to their ward patients, in contrast 


to for-profit hospitals, which are 
forbidden to engage in the prac- 
tice of medicine. 3 


CORPORATE MEDICAL PRACTICE 


In the study of state laws and 
court decisions relating to the cor- 
porate practice of medicine made 
by the AMA in 1949 and pub- 
lished under the title, “A Study 
Relating to Corporate Practice of 
Medicine in the United States,” 
very little information could be 
gleaned to govern financial ar- 


rangements between specialists and 


hospitals. 

The absence of specific decisions 
affecting arrangements between 
hospitals and physicians inspired, 
late in January 1951, the Arkansas 
Medical Society to indicate it 
would sponsor a bill in its legisla- 
ture to amend the Medical Practice 
Act. The purpose of the amend- 
ment was to outlaw financial ar- 
rangements between hospitals and 
specialists. The pathologist, radiol- 
ogist or anesthesiologist who agreed 
to a salary or to an income-sharing 
arrangement which returned to the 
hospital more than its out-of- 
pocket expense for such service 
would have his license revoked. On 
the other hand, a proprietary hos- 
pital or clinic, owned by a licensed 
physician or physicians, could pay 
its hired specialists in any way its 
owners desired. 3 

Eventually, this whole section of 
the bill was deleted through the 
opposition of the Arkansas Hos- 
pital Association. The applicable 
section of this bill reads as follows: 

“No person licensed under this Act shall 
perform any services for any hospital, cor- 
poration, group, association or partnership 
by whatever name called or however organ- 
ized under terms or conditions which permit 
the sale of the services of such persons |i- 
censed under this Act by such agency for o 
fee; provided, however, that this provision 
shall not apply to the remuneration of a 


physician for teaching or research or char- 
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itable services, or the pertormance of serv- 
ices in privately owned and operated hospi- 
tals owned or operated by persons licensed 
to practice medicine, or group clinics. 

“Ht is the intention of this paragraph, 
Subsection (b) of Section | hereof, to stop 
the corporate practice of medicine, and 
nothing herein shall be construed or inter- 
preted to prevent hospitals, corporations, 
groups, associations or partnerships from 
making or perfecting proper financial ar- 
rangements or contracts with any person 
licensed to practice medicine under this 
Act for proper charges for the use of lab- 
oratory facilities and other equipment fur- 
nished by said hospital, corporation, group, 
association or partnership and used by any 
such person licensed to practice medicine 
under this Act. Provided further, that noth- 
ing herein shall be construed to permit any 
person licensed under this Act to be employ- 
ed by any hospital, corporation, group, asso- 
ciation or partnership on a salary basis, 
except for teaching or research or charitable 
services, or the performance of services in 
privately owned and operated hospitals 
owned or operated by persons licensed to 
practice medicine, or group clinics.” 

For the past ten years, medical 
groups in New York state have 
sponsored an amendment to the 


general business law 

“to provide that hospitals may employ 
physicians and/or surgeons under a contract 
or salary arrangement for the medical diag- 
nosis and/or treatment of patients, only 
when such diagnosis and treatment is a pub- 
lic charge;" 


and that, 


“in all other cases such medical diagnosis 
and/or treatment shall be rendered to pa- 
tients in such hospital independently of other 
hospital charges and under contractual re- 
lationship between the patient and the phy- 
sician or physicians; 

and that, 


“it shall be unlawful for any hospital cor- 


poration to be the vendor of medical diag- 
nosis and/or treatment;” 
that 

“hospital fees for first aid in accident cases 
and in cases of extraordinary emergency 
shall be limited to charges for bed, food, 
dressings, and supplies and other institution- 
al services, exclusive of medical diagnosis 
and/or treatment.” 

Under this bill, the radiologist, 
the anesthesiologist, the patholo- 
gist and all members of the medi- 
cal staff would be entitled to use 
the property and laboratories of a 
private corporation for their per- 


sonal profit, without compensation 


to the hospital. 

Opposition of the Hospital Asso- 
ciation of New York State to this 
bill has killed it in committee year 
after year. A former president of 
the Medical Society of the State of 
New York has had this to say 
about the proposed legislation: 7* 

“Before accepting a bill such as the one 
in question as being in the public interest 


and working for its passage, the individual . 


physician must consider that it will tend to 
make the conditions under which hospital 
specialists render services extremely unstable. 
The interest of the public lies in having 
available as a part of hospitalization all of 
the professional services of these specialists 
at all times. Why the public interest lies in 
the details of the remuneration of the spe- 
cialists is not clear. 

“The trouble with this bill is that it merely 
prohibits the existing possibility of the hos- 
pital's collecting fees for services rendered 
by physicians and making whatever financial 
arrangements with the physicians working 
therein as are mutually acceptable. It is de- 
signed to prevent the hospital corporation 
from retaining the excess of income over ex- 
penses in any professional department, but 
it does not provide what is to be done with 
such departmental profit except by infer- 
ence that the hospital specialist will get it.” 


OPINIONS OF ATTORNEYS GENERAL 


An attorney general is the chief 
law officer of the state, to whom is 
entrusted not only the duty of 
prosecuting all suits or proceedings 
wherein the state is concerned but 
also the task of advising the chief 
executive and other administrative 
officers in matters on which they 
may desire his opinion. Opinions 
of the attorneys general are en- 
titled to careful consideration by 
the courts and are generally re- 
garded as highly persuasive but 
are not binding on the judiciary, 
which has the duty to enter upon 
independent inquiry as to the in- 
terpretation to be placed on stat- 
utes involved in a proceeding be- 
fore the court.*7 


Opinions have been rendered by 
the attorneys general in a number 
of states ruling that certain finan- 
cial relationships between physi- 
cians and hospitals are illegal and 
that hospitals participating in these 
agreements are in the practice of 
medicine. Attorneys generals’ opin- 
ions on this subject differ greatly 
depending upon the state and the 
facts submitted: In general, how- 


ever, they reflect a restricted and 


inflexible limitation on present 
practices of hospital-physician re- 
lationships in many hospitals 
throughout the country. 

The attorneys general of Flori- 
da, Pennsylvania, Tennessee and 
Washington state that corporations 
may not be formed to practice 
medicine. The attorney general of 
Texas declares that for-profit cor- 
porations may not practice medi- 
cine. In West Virginia, the attor- 
ney general has stated** that 

"a hospital which employs a licensed phy- 
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sicion on a salary and includes medical serv- 
ices performed by him as an item of expense 
on bills to patients, and necessarily controls 
his discretion even in a general way as to 
the patients he shall treat and the method 
of treatment, is engaged in the unauthorized 
practice of medicine, within the meaning of 
that term as defined by low in this state.” 


CALIFORNIA OPINION 


A nonprofit hospital in Cali- 
fornia planned to enter into a con- 
tract with a pathologist on a fixed 
salary to render professional serv- 
ices to the patients of the hospital; 
the private patients would be 
billed separately for the services 
of the pathologist, the charge for 
such services to have no bearing on 
the salary he received from the 
hospital. The opinion of the attor- 
ney general was sought by the 
Board of Medical Examiners as to 
whether (1) a corporation operat- 
ing a nonprofit hospital is per- 
mitted to practice any system or 
mode of treating the sick in that 
state and (2) whether such a con- 
tract is in violation of any of the 
provisions of the California Medi- 
cal Practice Act. 

The attorney general stated*® in 
his opinion of May 19, 1948 that 
nowhere by statute is a corpora- 


tion permitted to practice the heal- | 


ing arts. Since a corporation is a 
creature created by statute, it has 
only such powers as the statutes 
give to it. The statute governing 
the operation of clinics and hos- 
pitals specifically provides that no 
person other than a licensed phy- 
sician may directly or indirectly 
engage in the practice of medicine. 
Only natural persons may be 
licensed to practice medicine. Cor- 
porations have no _ professional 
rights, privileges or powers. Al- 
though it is a legal entity, it would 
be a physical impossibility for a 
corporation in California to be a 
licentiate of a healing art. 

The opinion of the attorney gen- 
eral of California was based on the 
statute and on the holdings of the 
California courts in two cases. In 
one case,” it was declared unlaw- 
ful for a corporation to practice 
any of the professions indirectly, 
for profit, by engaging professional 
men to perform professional serv- 
ices for those with whom the cor- 
poration contracts to furnish such 
services. In the second case," a 
stock corporation, also operated for 
profit, was held not authorized to 
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select the hospital or doctor to 
treat a subscriber to a policy of 
health insurance. The latter cor- 
poration contended that it had not 
undertaken a policy of health in- 
surance, but merely to furnish 
competent physicians; that the 
physicians and surgeons were not 
to be employed on a salary basis, 
but were to be compensated for 
actual services rendered. The court 
declared that the law could not be 
circumvented by technical distinc - 
tions in the manner in which the 
doctors were engaged: the ele- 
ments of solicitation of medical 
business by laymen and lay con- 
trol of the profession were not to 


- be condoned. 


Citing these two cases, both of 
which involved for-profit corpora- 
tions, the attorney general con- 
cluded that the employment of a 
licensed physician by a corporation 
and the subsequent billing of the 
patients by the corporation would 
constitute the illegal practice of 
medicine. 

However, a basic point*? stated 
by the court in the second case 
cited reads: 

“In almost every case the institution is 
organized as a nonprofit corporation and 
association. Such activities are not compara- 
ble to those of private corporations operat- 
ed for profit, and since the principal evils 
attendant upon the corporate practice of 
medicine spring from the conflict between 
the professional standards and obligations of 
the doctor and the profit motive of the cor- 
porate employer, it may well be concluded 
that the objections of policy do not apply 
to nonprofit institutions. This view almost 
seems implicit in the decisions of the courts 
and it certainly has been the assumption of 
the public authorities, which have, as far as 
we are advised, never molested these organ- 
izations.” 

By statute, California now au- 
thorizes the board of medical ex- 
aminers to grant approval of the 
employment of physicians and 
surgeons on a salary basis by li- 
censed charitable institutions, foun- 
dations or clinics or by approved 


Medical schools operating clinics 


therewith, providing no charge for 
professional services rendered to 
patients is made by the institution. 


NEW YORK OPINION 


The contention was raised in 
New York State that radiology, 
pathology, anesthesiology and phy- 
sical therapy were medical serv- 
ices and therefore not to be in- 


cluded in bills for hospital services | 


rendered by hospital corporations. 


The attorney general of New 
York State was asked for an opin- 
ion as to the legality of hospital 
charges for such ancillary services. 
He advised** that while such serv- 
ices constituted the practice of 
medicine, that fact alone did not 
determine the propriety of such 
services being included in those 
poration. The services and facilities 
commonly furnished by the hos- 
pital, as required by the particular 
patient’s ailment, include not only 
bed and board, general nursing, 
drugs, special diet, but also radiol-. 
ogy, pathology, anesthesiology and 
physical therapy. In fact, physi- 
cians hospitalize their patients be- 
cause these very services are not | 
obtainable elsewhere and are nec- 
essary for the patients’ care and 
cure. That such services are part of 
hospital service in no way reflects 
upon or disputes the professional 
stature of the physician’s furnish- 
ing the services. A hospital service 


plan, the attorney general held, 


may properly furnish to subscrib- 
ers radiology, pathology, anesthe- 
siology and physical therapy as a 
part of hospital service. 


OHIO OPINION 


In its question to the attorney 
general of Ohio, the State Medical 
Board postulated the following 
case: “A physician who specializes 
in diagnostic radiology, which con- 
sists of the diagnosis of disease and 


‘injury by the use of x-ray photo- 


graphs, has entered into an agree- 
ment with an Ohio corporation not 
for profit operating a general hos-. 
pital as follows: | 

“The physician has agreed to 
supervise the operation of the 
x-ray equipment owned by the 
corporation and the technicians 
employed by it in its x-ray de- 
partment and as to all x-rays 
taken at the hospital to give his 
opinion as to the condition of the 
patient based upon the x-ray 


photographs of the patient’s body. 
The photographs are taken with 
the hospital equipment by the 


technicians or in some cases by the 
physician himself. The patients 
may be inpatients in the hospital 
whose attending physician has re- 
quested consultation with the ra- 
diologist or persons who come to 
the hospital with or without the 
advice of another physician for the 
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sole purpose of securing x-ray 
diagnosis. 

“For the services of the physi- 
cian and the use of its equipment 
and personnel as above outlined, 
the hospital bills and collects a fee 
from the patient according to a set 
scale of charges. The hospital pays 
the physician for his services a 
fixed percentage of the net income 
of the x-ray department. The hos- 
pital service association known as 
Blue Cross in the city in which 
the hospital in question is located 
provides as one of the benefits to 
its subscribers technical x-ray 
service. With respect to Blue Cross 
patients, the hospital is reimbursed 
by Blue Cross for its expenses re- 
lating to x-ray other than for pro- 
fessional services. In such cases it 
bills and collects a fee from the 
patient for the professional serv- 
ices of the physician according to 
a set scale of charges. Such fees 
are treated by the hospital as a 
part of the gross income of the 
x-ray department. 

“Inasmuch as we are charged 
with the responsibility of enforcing 
the Medical Practice Act of Ohio, 
your opinion is requested on the 
following points: 

“1. Is the corporation which 
operates the hospital practicing 
medicine in violation of the law? 

“2. Is the physician guilty of 
‘grossly unprofessional conduct’ 
within the meaning of Section 1275 
of the Ohio General Code, which 
defines as grossly unprofessional 
conduct the division by a physician 
of his fee with any other physician 
or surgeon or with any other per- 
son?” 

Replying to the specific ques- 
tions, the attorney general stat- 
ed: 


"A hospital corporation, whether or not 
organized for profit, is entitled to a fair 
compensation for the use of technical equip- 
ment owned by it and used by a physician 
in the performance of professional services, 
and for nonprofessional services supplied to 
such physician; but where such corporation 
enters into an arrangement with a physician 
whereby it receives compensation for such 
use and such services which is manifestly in 
excess of the fair value thereof, the hospital 


is unlowfully engaged in the practice of 


medicine and the physician concerned is 


guilty of grossly unprofessional conduct un- 
der the provisions of Section 1275, General 
Code. 

“The determination of whether such com- 
pensation so received by a hospital is mani- 
festly in excess of the fair value of such use 
and such nonprofessional services is one of 


fact to be made in the first instance by the 


State Medical Board.” 

The final paragraph of the attor- 
ney general’s opinion is of particu- 
lar interest to all hospitals and 
physicians: 

“In the event that your board should de- 
termine, in the case of any contract such as 
that here under examination, that the in- 
come received by a hospital is manifestly in 
excess of a fair compensation for the use of 
the hospital-owned equipment and of the 
nonprofessional services supplied by the hos- 
pital, such determination will necessarily 


@mount to a finding that a part of such in- 
come is attributable to the professional serv-. 


ice of the physician. In such case it clearly 
follows that the physician has made an ar- 
rangement to shore his fee with another per- 
son, and so is guilty of grossly unprofessional 
conduct.” 


IOWA OPINION 


The attorney general of Iowa 
rendered an opinion®*® which may 
have far-reaching implications. He 
was asked whether a corporation 
operating a hospital and maintain- 
ing radiology and clinical pathol- 
ogy laboratories and retaining a 
radiologist and a pathologist would 
be guilty of practicing medicine 
and surgery in violation of the 
law. The second question pro- 
pounded was whether the physi- 
cian in charge of the radiology 
department or the pathology lab- 
oratory was guilty of unprofes- 
fessional conduct under the Iowa 
statutes. The question put to the 
attorney general paralleled close- 
ly the problem put to the attorney 
general of Ohio by the State Board 
of Medical Examiners. 

Both of the medical specialists 
had a contract with the hospital 
under which they secured a per- 
centage of the fees collected for 
work done in their laboratories. All 


of the billing and collection was . 
‘done by the hospital, the hospital 


holding itself out as maintaining 
a radiology department and a clin- 
ical pathology laboratory. The phy- 
sician agreed to supervise the 
operation of the equipment by the 
technicians and to give his opin- 
ion based upon the x-ray films or, 
in the case of the pathologist, an 


opinion predicated upon clinical 


diagnosis involving blood and 
tissue. 
The statute in Iowa relating to 


the practice of medicine states that. 


the following classes of persons 
shall be deemed to be engaged in 
the practice of medicine: 

1. Persons who publicly profess 


to be physicians or surgeons or 
who publicly profess to assume the 
duties incident to the practice of 
medicine or surgery. 

2. Persons who prescribe or who 
prescribe and furnish medicine for 
human ailments or treat the same 
by surgery. 

3. Persons who act as represent- 
atives of any person in doing any 
of the things mentioned in this 
section. | 


Quoting at length from the 
various statutes involved, the at- 
torney general held that the hos- 
pitals in the instances described 
were practicing medicine in viola- 
tion of the statutes. The opinion 
stated: | 


"It is immaterial whether the compensa- 
tion to the licensed person so hired be on 
a straight salary basis or in the form of a 
contractual percentage arrangement." 

In reply to the second question, 
the attorney general said: 


“There can be no doubt that in the case 
where a corporation hires the licensed 
member of the profession on a straight sal- 
ary contract and they in return receive any 
amount as compensation for professional 
services rendered, the one receiving the 
salary would be guilty of ‘unprofessional 
conduct’ within the purview of the fore- 
going subsection. It would be equally clear 
that under the type of contract where the 
compensation is determined by a percent- 
age of either the net or gross earnings of 
the department there would likewise be guilt 
on the part of the licensed member of the 
profession of dividing fees with the corpora- 
tion if any amount was received by them 
as compensation for professional services 
rendered.” 

As to the practice of medicine by 
hospitals, the attorney general 
added: 


"We do not intend to say that the mere 
ownership and operation of a radiology 
department or pathology laboratory by a 
corporation in and of itself means that they 
are engaged in the practice of medicine. 
Consideration must be given to the hos- 
pital for the use of its equipment and 
facilities, but in our opinion this can only 
be done through a lease arrangement with 
a licensed member of the medical profes- 
sion resulting in a true landlord-tenant 
relationship with freedom of complete inde- 
pendent judgment and operation as the 
licensed member deems best. Such an ar- 
rangement would permit the physician in 
charge of the department to be directly 
responsible to the patient and make pos- 
sible the paying of the fee for professional 
services direct to that physician. Under 
such an arrangement the hospital could not 
legally hold itself out to the public as o 
corporation offering the professional serv- 
ices.” 


COLORADO OPINION 
Colorado’s Medical Practice Act 
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of 1951 became effective July 1 of 
that year. The law defines as “un- 
professional conduct” the practice 
of medicine “as an employee of, or 
in joint venture with, any partner- 
ship, association or corporation.” 


The attorney general’s opinion®* 
closely follows those previously is- 
sued by state attorneys general in 
Iowa and Ohio on the same ques- 
tion. 

In reply to specific questions 
presented by the State Board of 
the Medical Examiners, the attor- 
ney general issued an opinion in- 
terpreting the Medical Practice Act 
as it relates to hospital practice. 
The opinion read in part as follows: 

“1. A hospitel corporation which em- 
ploys licensed doctors specializing in pathol- 
ogy and radiology to perform medical serv- 
ices as services of the hospital is engaged in 
the practice of medicine; such practice by 
a corporation is illegal since a corporation 
may not be licensed so to practice. 

"2. Such employment by the licenticte is 
expressly made an act of unprofessional 
conduct in violation . . . of the Medical 
Practice Act. 

"3. The legislature hos not seen fit to 
invest nonprofit corporations with any ex- 
press power to practice medicine or offer 
medical services as services of the corporo- 
tion. Nonprofit corporations stand on the 
same footing as for-profit corporations, so 
far as their ability to be licensed to prac- 
tice medicine is concerned. It is, therefore, 
concluded thet, where nonprofit corporo- 
tions perform acts constituting the practice 
of medicine as defined by the Medical 
Practice Act, they are subject to the same 
penaities as are provided for illegal prac- 
tice by any other unlicensed person or cor- 
poration. 

"4. Sec. 17 (m) of the Medico! Practice 
Act is clear and unambiguous, and sus- 
ceptible of only one meaning: that no 
licentiate of the Board of Medical Examiners 
may practice medicine as the employee of 
any unlicensed person or any corporation 
except for the purpose of examining and 
treating employees of such person or cor- 
poration. It is impossible to read any ex- 
ception into the plain words used by the 
legislature. |t is concluded thet such o 


licentiote would be practicing in violation 


of the Medical Practice Act.” 

The Colorado attorney general 
points out that the new law is little 
changed from the statute which 
has been on the books since 1914. 
The chief change is addition of the 
word “partnership.” It is generally 
conceded that the troublesome pro- 
vision has been ignored through 
the years. | 

Strict enforcement of the law 
would virtually force the closing 
of all public hospitals which em- 
ploy physicians on a salary basis 
and all medical schools which de- 


pend on such hospitals for studen 
training. 


CONNECTICUT OPINION 


The Connecticut attorney gen- | 


eral has ruled*’ that 

“nonprofit, charitable hospitals are not 
violating the provisions of the statutes con- 
cerning the illegal practice of medicine or 
surgery when they employ fulltime paid 
specialists, who are licensed physicians, to 
conduct necessary tests and perform serv- 
ices in the treatment of patients at the 
hospital.” 

The ruling came in answer to the 
following question, posed by the 
secretary of the Connecticut Med- 
ical Examining Board: 

“In those instances where hos- 
pital management employs phy- 
sicians on fulltime salaries to ren- 
der professional services, such as 


radiology, anesthesiology and pa- 


thology, and charges patients fees 
for the services of these employed 
physicians, the fees accruing to 
the benefit of the hospital, is it to 
be considered that these hospitals 
are engaged in the practice of med- 
icine in a way that is in conflict 
with Connecticut law?” 

The opinion, after stating that 
the physicians in question were ex- 
perts in various fields of medicine 
serving persons who 

“are actual or potential hospital patients 
and, generally, as an aid to the attending 
physician or attending staff... ,” 
said that a charge for services 
was made without a separate item- 
ization on the hospital bill and, 
when paid, was kept by the hos- 
pital as part of its general income. 

The opinion asserted: 

“Though not expressly stated in the 
statute, the implication is clear that the 
practice of medicine and surgery is re- 
stricted to individuals and does not include 
corporations. . . . However, the corpora- 
tions excluded from practice, at least in 
this state, do not encompass nonprofit, char- 
itable hospitals. The restriction is directed 
against the so-called commercial corpora- 
tions, which are run for profit. The obvious 
purpose of the licensing law is to protect 
the public from quacks and exploitation. 
These elements are not present in the serv- 
ice, core and treatment a patient receives 
in @ nonprofit, charitable hospital. . . . 

“Ht is significant that a hospital is organ- 
ized for the purpose of treating patients. 
In hiring licensed physicians to treat poa- 
tients it is rendering the service for which 
it is primarily organized. It has long been 


the accepted practice that interns and resi- | 


dent physicians treat patients in hospitals. 
Part of the hospital charge to the patient 
is for the service of such licensed person- 
nel. No question has ever been raised that 
the hospital is practicing medicine illegally 
becouse it keeps the entire charge for these 
services. . . . The claim is that these in- 


dividuals . . . are forbidden to act solely 
because they are on salary and the fee for 
their services is paid to the hospital rather 
than directly from patient to physician.” 

Commented the attorney gen- 
eral: 

"We fail to see any distinction between 
this situation and the one involving the 
services of a resident physician who is on 
salary from the hospital. . . .” 

The attorney general said that 
his position was strengthened by a 
provision of the Dental Practice 
Act in Connecticut, which banned 
corporate ownership or operation 
of a dental office but which stated: 

“The provisions of this section shall not 
apply to hospitals. . . . It would be anoma- 
lous to say that the legislature intended 
to exempt hospitals from the corporate 
practice of dentistry and not of medicine. 

“We are aware of the fact, that there 
are attorney general rulings in other states 
which hold contrary views than above ex- 
pressed. A study of these opinions leads us 
to the conclusion that they are either based 
on different statutes than exist in this state 
or on a different factual situation. In any 
event, we are not bound by rulings affect- 
ing other states. It is therefore our opinion 
that nonprofit, charitable hospitals are not 
violating the provisions of the statutes con- 
cerning the illegal practice of medicine or 
surgery when they employ fulltime paid 
specialists, who are licensed physicians, to 
conduct necessary tests and perform serv- 
ices in the treatment of patients at the 
hospital.” 

VIRGINIA OPINION 

One of the latest opinions*® is 
that of the attorney general of Vir- 
ginia, in. which he expressed his 
views as to whether or not “a hos- 
pital corporation is illegally prac- 
ticing medicine if it employs a li- 
censed physician to do its radiolog- 
ical work, pays him a fixed salary 
or percentage of fee therefor, and 
bills the patients in its own name 
at the usual rate charged by ra- 
diologists.” 

After setting forth the Virginia 
definitions of the practice of medi- 
cine, the opinion said that: 

“The answer to the question, ‘is a person 


practicing medicine, was dependent upon 


the facts in each case. If a radiologist ex- 
amines a patient, then treats the patient or 
prescribes treatment for the patient, he is, 
of course, practicing medicine. Here the 
relationship of doctor-patient exists, and 
the radiologist should bill the patient for the 
radiologist’s fee. The hospital could, of 
course, still make a charge to the patient 
for the use of the equipment and facilities 
furnished by the hospital. Under this situo- 
tion the relationship between the radiologist 
and the hospital should be that of an in- 
dependent contractor and not that of em- 
ployer-employee. 

“If a potient was sent to the x-ray de- 
partment of a hospital by his attending 
physician for x-rays; the x-rays taken: the 
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x-rays then studied by the radiologist; and 
returned to the attending physician with 
different comments or observations that the 
radiologist deems appropriate, it does not 
appear to me that the radiologist is prac- 
ticing medicine under the definitions found 
(in the Virginia code). 

“In this situation, the x-ray department 
and the radiologist are merely furnishing the 
attending physician with diagnostic aids 
which aid the attending physician along 
with other information he has obtained in 
order to diagnose the condition of the pa- 
tient. The attending physician, not the 
radiologist, under these circumstances, is 
actually diagnosing the condition of the 
patient. 

“In my opinion, the relationship of doctor 
and patient has never existed between the 
radiologist and the patient in this lotter 
situation. Therefore, | am of the conclusion 
that a hospital would not be practicing 


medicine if it employed a radiologist to . 


operate its x-ray department in order to 
furnish these diagnostic aids to the attend- 
ing physician practicing in the hospital.” 


FLORIDA OPINION 


The attorney general of Florida, 
on March 25, 1955, also rendered 
an opinion*® at the request of the 
State Board of Medical Examiners. 
In this case, the question pro- 
pounded was concerning the legal- 
ity of a contract entered into be- 
tween a radiologist and a nonprofit 
Florida corporation engaged in op- 


erating a hospital. Here the ra-- 


diologist received a fixed percent- 
age of the gross or net income of 
the radiology department, the hos- 
pital billing and collecting for his 
services. 

Quoting the Florida _ statutes 
which provide that only a licensed 
person may practice medicine, the 
attorney general, referring at 
length to an opinion of the attorney 
general of Iowa in 1932, stated 

"We are bound to conclude that a cor- 
poration, whether or not organized or oper- 
ated for profit, may not practice medicine 
or surgery in this state directly because of 
its inability as a legal entity to obtain o 
license, nor can it practice indirectly by 
hiring licensed members of the profession 
to do the actual professional work involved. 


it is immaterial whether the compensation 


to the licensed person so hired be on oa 
straight salary basis or in the form of a 
contractual percentage arrangement. .. . 
Perhaps one solution to the problem . . . is 
the creation of a landlord-tenant relation- 
ship between the licensed practitioner and 
the hospital. There may be other arrange- 
ments, but whotever the arrangement is, 
should be one whereby the doctor-patient 
relationship exists. The practitioner should 
be responsible to the patient, and in return 
for services or treatment, the patient should 
_ be directly responsible to the practitioner 
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There have been two other opin- 
ions on the same subject which 
sustain the view taken by the at- 
torney general of the State of Flor- 
ida: one is an opinion by the at- 
torney general of Illinois in 1953 
and the other is by the attorney 
general of the State of Idaho on 


May 26, 1954. 


CONCLUSION 


The scene is not as dark as it 
looks. There is some light appear- 
ing on the horizon. The Committee 
on Hospital - Physician Relations, 
appointed by the Board of Trus- 


tees of the American Hospital As-— 


sociation to make recommendations 
concerning hospital-physician re- 
lations, met jointly recently with 
representatives of the board of 
trustees of the American Medical 
Association, for the purpose of 
drafting recommendations for an 
action program which might help 
solve current hospital-physician 
problems. being faced by hospitals 
and state hospital associations. 

The Committee on Hospital- 
Physician Relations has urged that 
the Association implement as soon 
as possible the following recom- 
mendations of the committee: 

1. Establish a legal and consul- 
tation service. 

2. Disseminate to state hospital 
associations information in regard 
to the present status and implica- 
tions of attorney generals’ opin- 
ions. 

3. Include in programs of con- 
ferences, sponsored by the Amer- 
ican Hospital Association, discus- 
sions of hospital-physician rela- 
tions problems. 

4. Review Association policy re- 
lating to the establishment of 
charges bearing reasonable rela- 
tion to cost. 

5. Work with the American Med- 
ical Association and state boards 
of medical examiners in develop- 
ing a model medical practice act. 


6. Review and analyze princi-— 


ples and policies governing hospi- 
tal-physician relations recommend- 
ed by the Commission on Hospital 
Care and by the Commission on 
Financing of Hospital Care. 

7. Continue the codperative ef- 
forts of the American Hospital As- 
sociation and the American Medi- 


cal Association through the joint 


committee of their boards of trus- 
tees. 


It is heartening to see that the 
problem of hospital-physician re- 
lationships is undergoing a friend- 
ly and understanding treatment by 
the two great organizations repre- 
senting the medical profession and 
hospitals. Negotiation between the 
two organizations will probably be 
more fruitful of satisfactory results 
than the other fronts on which the 
battle is being waged. If this meth- 
od is unsuccessful, the courts may 
have to be the ultimate resort. ® 
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a There's more silk per suture. Photomicrography shows greater strength and uniformity of new D & G 
suture silk as compared to ordinary silk. See how the x’s indicate the high braid count. , 


GIVE YOU STRONGER 


D & G BUILDS NEW BRAIDING PLANT TO GIVE YOU THE HIGHEST BRAID COUNT 


J 
é. & 


a For greatest strength of silk in a given diameter, 
D & G especially redesigned this machine. To braid so 
many filaments so tightly into a single 10-foot strand of 
4-0 silk takes one hour. Rigid control of humidity and 
temperature during braiding keeps silk uniformly strong 
and pliable. | 


This is the new D & G suture silk; the 


first to be produced in a suture labora- 


tory rather than a textile mill. New 
processing techniques, beginning with 
triple-A quality raw silk, provide 
ANACAP® silk with a higher braid 
count. A higher braid count gives 
stronger silk—a firmer, more uniform 
strand. 


There's more silk per suture. Greater 
tensile strength permits use of smaller- 
diameter sizes, with less resulting tis- 
sue trauma and foreign body reaction. 
It’s easier to handle. Braided to mini- 
mize “splintering” and “whiskering,” 
ANACAP silk passes readily through 
tissues. Firmer, it sets in swift sure 
knots, it won’t “bush”—threads with 
ease. Absolutely non-capillary, it has 
no wick-like action, resists body fluid 
and won't spread early localized infec- 
tion. Economical, ANACAP silk with- 
stands sterilization at least 6 times. 


| NEW D & G SUTURE SILK 
— 
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A Softer and cleaner silk comes from purification. D & G's 
special solution removes all gum and other impurities. . 


4 Not only uniform tensile strength, but 
also uniform texture and diameter of strands 
result when D & G stretches wet silk from 5% 
to 20%, depending on size. This precise 
stretching a the molecules for utmost 


strength. 


D & G suture silk is dye-fast to a standard > 

never before achieved. Neither xylol, boiling 

water, nor autoclaving affects the vegetable 
dyes. 


Save time and money 

with these unique packages 
4 1, Surgilope* Sterile Pack (Seventeen 18” strands — dry, pre-cut) 
< 2. Measuroll® “tape-measure” pack (20 strands, each 10 yds. long) 
< 3. Spiral Wound, Sterile (25 feet) 

Save, too, with 

Dry-tubed, sterile (Seventeen 18” strands, pre-cut) 

Sterile tubed, with Atraumatic” needles 

Pre-threaded—on milliner needles (18” lengths, sizes 4-0, 000) 

Spooled (25’ and 100’ lengths) 

Whenever you use D & G products, you are 


participating in the educational program of the 
Surgical Film Library. Write for catalog. 


Photomicrographs Cunretouched) by E. J. Thomas, Stamford 
Laboratory of the Research Division of the American Cyanamid 
Company, Stamford, ‘Conn. 

Method used: reflected illumination, 75 x. Material used: black 
braided silk sutures, size 4-0. 


DAVIS & GECK... 


a umt of American Cyanamid Company S 
ADVANCING WITH SURGERY | 
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medical | 


Determining true cost is 
the only equitable way to 


set realistic charges 
for physical therapy 


N THE HOSPITAL or institution 
| that operates on a “not for 
profit” basis, the purposes of the 
physical therapy fee are to com- 
pensate the hospital for the cost 
of providing the service and to 
permit it to continue giving ther- 
apy and to keep up with modern 
advances and changes in the field. 
Once the services have been set 
up to provide the most effective 
therapy possible, then an account- 
ing should be made to determine 
necessary fees. 

Services in a department hav- 
ing adequate physiatric supervi- 
sion, employing registered physical 
therapists, and using good exer- 
cise, hydrotherapeutic and electro- 
therapeutic equipment will be 
more costly than those in one 
which does not have these things. 
But quality and effectiveness of 
the service should more than com- 
pensate for the differences in cost. 

It is the purpose of this paper 
to present some of the principles 
of cost estimation in the physical 
therapy department, to review 
some of the prevailing schedules 
of charges and to suggest some 
formulae that may aid in estab- 
lishing charges in any situation. 

The cost of treatment depends 
upon the direct labor required, 
the overhead for time the patient 
occupies a booth or space in the 
department and the cost of equip- 
ment used. 

Direct Leber. The direct labor is 
the time a therapist actually 
spends on the treatment of a pa- 
tient. The cost of direct labor is 
computed by multiplying the 
average productive hourly rate by 


Dr. Arthur A. Rodriquez is clinical asso- 
ciate professor of physical medicine and 
rehabilitation at e Stritch School of 

edicine, Loyola University, Chicago. Mr. 
Alfred Rodriquez is a certified public ac- 
countant in Chicago. 


ARTHUR A. RODRIQUEZ. 


the amount of time consumed in 
a given treatment by the ther- 
apist. 

The average productive hourly 
rate is obtained by dividing the 
average total monthly salary of 
the therapists by the monthly pro- 
ductive hours. The monthly pro- 
ductive hours are assumed to be 


70 to 80 per cent of the total hours © 


for which the therapists are paid. 


This assumption is justified on > 


the basis of vacation with pay, 
sick leave with pay, unexpected 
cancellations of treatment, and 
other unforeseen factors that re- 
duce the normal work efficiency of 
the therapists. 

In giving a diathermy treat- 
ment, for example, the actual la- 
bor time involved—as noted by a 
time study—is 2.44 minutes, or 


‘0.041 hours. Multiplying 0.041 by 


an average productive hourly rate 
of, say, $2.86, gives us a labor cost 
of $0.117 for this relatively simple 
treatment. 

Overheed. Overhead expense is 


made up of cost of janitor service, 


linens, telephone, bookkeeping, 
rent, power, light and all other 
expenses of operating the depart- 
ment—with the exception of di- 
rect labor, and excepting depreci- 
ation, maintenance and repair of 
equipment. In order to determine 
the hourly overhead rate, we must 


first compute the total number of. 


patient hours we will have in 
which to absorb this overhead. If 


‘a department has an average pa- 


tient load of four patients per 
hour, for example, by assuming an 
eight-hour work day and 5% days 
per week we would have 762.6 pa- 
tient hours per month in which to 
absorb the overhead expense. 
The monthly overhead expense 
is divided by patient hours per 
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month in order to obtain an aver-. 
age hourly overhead rate. This 
rate is multiplied by the time a 
patient spends in the department 
to give us our overhead expense 
for any particular treatment. 
Allocation of the overhead on 
the basis of a patient’s occupancy 
of space and time is imperative, 
inasmuch as a significant portion 
of the patient’s time in the de- 
partment requires no direct labor. 
Even though the patient may not 
receive the direct ministrations of 
the therapist for a given period of 
time, he actually utilizes all fa- 
cilities of any particular space for 
the time he occupies it. It would be 
ridiculous to charge the patient for 
a thermo-therapeutic application 
on the basis of direct labor alone. 
Such patients take space, book- 
keeping, linens, telephone, insur- 
ance, power and light, and prac-— 
tically everything else necessary 
to provide the indicated service. 
Equipment Expense. In a unit de- 
voted to physical therapy alone, 
this is made up of the cost of 
furniture in the department’s re- 
ception room; leasehold improve- 
ments; the cost of the booth in- 
stallations, tables and lamps; and 
the equipment used in the therapy. 
In computing this cost, one must 
assign an average life to each 
article and amortize the cost over 
this period. Maintenance and re- 
pair costs must also be determined. 
The sum of the maintenance and 
repair costs and the amortized 
equipment costs, plus 100 per cent 


of each, gives the equipment ex- 


pense per year—which is then di- 
vided by the normally anticipated 
or actual hours the equipment 
will be used, to yield an hourly 
equipment cost. 

Equipment cost may then be 
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by any measure 
it’s 


 BARD-PARKER 
RIB-BACK 


SURGICAL BLADES 


and by any measure it is just as true today as | . 
when our Company was founded... in the 2 
purchase of B-P RIB-BACK SURGICAL v 
BLADES you are provided with the most de- “ 
pendable cutting edges that modern scientific Z 
methods and the art of accuracy can produce - 
. their performance in use is the answer to wr 
the question of economy! = 
| z 
Ask your dealer ia 
BARD-PARKER COMPANY, INC. 
Danbury Connecticut, U.S.A. a 
< 
z= 
4% 
RIB-BACKS packaged in the new ee 
RACK-PACK eliminates unwrap- 
ping, handling or racking of indi- = 
vidual blades. A real time and labor 
saver for the O.R. personnel. In a ¢ 
matter of seconds from RACE ° 


PACK to sterilizer. 
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computed for a particular treat- 
ment by multiplying the actual 
time equipment is used by the 
hourly equipment cost. One may 
next arrive at an average figure 
for equipment per patient in an 
effort to spread this cost evenly 
over all patients, or else one may 
apply this equipment cost to each 
patient in accordance with the cost 
of the equipment actually used. 
Actually, a compromise between 
these two approaches is in order. 
We put a floor underneath and a 
lid on top of the charges in order 
to make necessary treatment 
financially available to the great- 
est number of patients. 


ESTIMATING ACTUAL COST 


Applying these principles, let us 
estimate the actual cost of one 
prescribed treatment: 

@ Prescription. Whirlpool—to 
hips and legs—30 minutes at 103°. 

Massage—firm stroking and 
kneading massage to low back, 
right hip and thigh—10 minutes. 

Mechanical vibrations—to right 
hip, in and around trigger area— 
5 minutes. 

Exercise—gentle stretching to 
tensor and gluteus medius. 

A time study of the above pre- 
scription reveals the following 
time elements: 


Patient prepares for treatment 


Thus, the $4.85 provides us with 
a cost figure which allows no ap- 
preciable margin. Accepted ac- 
counting procedures would allow 
the addition of a percentage mark- 
up over this cost figure in a profit- 
making enterprise, i.e., other than 
nonprofit hospitals. This markup 
can be based upon a percentage of 
the direct labor cost. 


EXISTING SCHEDULES OF CHARGES 


In studying existing schedules of 
charges at several representative 
institutions, it was noted that sev- 
eral systems were employed. These 
included charges for the treatment 
of certain conditions commonly 
seen in departments -of physical 
medicine. For example, a specific 
charge is listed for the treatment 
of hemiplegia, for post-fracture 
conditions, for Bell’s palsy, sciatica 
and others. 

Most departments listed modali- 
ties, or combinations of modalities, 
and their charges. Others listed 
their charges entirely on the basis 
of the amount of time absorbed in 
the total treatment session. 

Of the institutions listing their 
charges on the basis of time alone, 

®—Unit “E” charged $10 per 
hour but listed a separate charge 
for all types of heat, which was 
$2.50 for a 30 minute application. 


Min. Hrs. 
0.040 


2. Patient positioned and removed from » whirlpool. 2.17 0.036 
3. Whirlpool . 28.00 0.467 
4. Patient prepared for massage. | 0.92 0.015 
6. Electric vibrator secured and prepared 0.014 
Disconnected and set aside | 
7. Mechanical vibrations 5.00 0.083 
9. Patient prepares ‘to leave clinic. 2.17 0,036 


Items 2, 4, 5, 6, 7 and 8, involv- 
ing direct labor, add up to 0.411 
hours. Items 2, 3 and 7, involving 
use of equipment, total 0.586 
hours. Finally, the total duration 
of treatment amounts to 0.954 
hours, to which overhead costs 
must be applied. Accordingly, the 
treatment cost may be computed 
as follows: 


TOTAL 57.25 0.954 


@®—Unit “F’’ charged $3.50 for 
the first half hour and $1.50 for 
each additional 15 minute period 
thereafter. | 

®—Unit “G” charged $3 per 
hour but admitted this was inade- 
quate and-that the institution was 
not self-supporting. 

®—Unit “H” charged $10 per 
day (giving various types of re- 


0.411 hours x $2.70* — $1.1! 
0.586 hours x $1.50* — .88 
0.954 hours x $3.00* 2.86 


TOTAL COST $4.85 


“These ore the assumed hourly labor, equipment and overhead costs, respectively. 
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habilitation services in addition to 
physical therapy). 

®—Unit “I” charged $12 per 
day, giving both physical therapy 
and occupational therapy as pre- 
scribed. | 

@—Unit “J” charged $4 per half 
hour of treatment. 

@®—Unit “K” charged $6 to $8 
per half hour of treatment. 

@—Unit “L” charged $4 to $6 
per half hour of treatment. 

It is difficult to evaluate these 
charges, inasmuch as we do not 
have a specific idea of exactly what 
is done during the treatment ses- . 
sion. We do not know what labor 
and equipment cost per treatment 
might be, and we do not know the 
overhead cost. This latter item 
may be unusually high in certain 
rehabilitation institutes where 
there are more administration, so- 
cial service, vocational training and 
therapeutic services, in addition to 
physical therapy. flat-rate - 
charge, regardless of what is done, 
is an effort to spread this cost over 
all treatments. 

Only one department listed 
charges for treatment of specific 
conditions, and these charges were 
essentially a composite of modali- 
ties otherwise listed separately. 
Some representative charges listed 
for modalities, or combinations of 
modalities, are shown in Table I 
(p. 92). 

Any formulae for determining 
costs must be used with discretion. 
These are not infallible, and they 
may require change with changing 
conditions. In general, overhead 
rates must be such as to absorb all 
overhead costs over the expected 
patient load. When the patient load 
increases, the overhead rate per 
patient treatment decreases ac- 
cordingly; and the cost of treat- 
ment should, of course, decrease > 
proportionately. Therefore, it is 
possible for different departments 
to make different charges to a cer- 
tain extent, even though the 
treatment is essentially the same. 
The overhead rate is determined 
either by an actual average patient 
load or by an expected or fore- 
casted average patient load. 

Other important factors influ- 
ence charges, as well. The first is 
prevailing rates. Regardless of all 
the intrinsic cost factors, no de- 
partment wishes to be very far out 
of line in its charges. As a matter 
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uipment cost: 
Overhead cost: 


sleekly handsome new Picker equipment 
..-moderately-priced, yet capable of the radiologic 
versatility you’d ordinarily expect only of costly 
heavy-duty units. 


looks high-priced 
ects high-priced 
But isn’t 


‘ 


no protruding front leg... all-clear flank 
pe choice of new 8” x 10” or 10” x 12” spotfilmers 


rock-steady Twintrack Tubestand 
new Upright Monitor Controls ... 200, 300, 500 mea x » 
| Laminographic auxiliary 


perfect as the “other” unit in the busy radiologist’s office... as starting 
equipment in the newly-opened office...as an all-purpose x-ray resource in 
the small hospital or clinic. Or in any other situation where high-grade x-ray 
facilities are demanded, but continuous heavy-duty is not required. 


diagnostic x-ray unit 


get the story from your Picker representative. You'll find him under 
“Picker X-Ray” in the classified section of your local ‘phone book: or write 
vs at 25 So. Broadway, White Plains, N. Y. 7 
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table |. existing charges listed according to modalities 


FOR APPLICATION OF SINGLE MODALITIES 
A. B. D. E. F. 


Infra-Red re _......§3.00 $3.00 $3.00 $3.00 $2.50 $3.50 
Arm Whirlpool ..........-— 4.00 «424.00 3.50 3.00 2.50 3.50 
Hip-Leg Whirlpool 400 4.00 350 250 3.50 
General Body Massage .. 7.50 10.00 10.00 7.50 10.00 46.50 
Poratim Dips «44.00 «64.000 863.00 3.50 2.50 3.50 
300 350 250- 250- 250- 3.50- 


HEAT AND MASSAGE AND EXERCISE 


$5.00 
To one part... 
To three parts... 


of fact, most administrators de- 
termine their charges more on the 
basis of prevailing fees in the com- 
munity than they do on actual cost 
factors. 


Another factor tends to neutral- 


ize the pressure of these prevailing 
community charges, however. Many 
patients may be classified as “cap- 
tive clients,” in a sense. This is 
true of hospitalized patients and 
it is somewhat true of short-term 
acute outpatients. Longterm pa- 
tients, such as those with cerebral 
palsy and chronic neurological 
disorders, may be less likely to fall 
into this category. Most patients 
go to the department or center 
recommended to them by their 
physician and do not shop around. 
Regardless of prevailing rates 
or “captive’’ patients, the chief 
determinant should be cost. The 
chances are good that, in general, 
the existing schedules of charges 
are pretty close to their true 
values. Frequently they are below 
the actual cost of the treatment, 
particularly in the more extensive 
treatments. The simple ministra- 
tions are very often priced higher 
than actual cost and thus have a 
tendency to neutralize costs of the 
more expensive treatments. 
Charges for physical therapy 
treatment should be based upon 
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450 4.50 10.00 6.50 


$4.50 $4.50 $7.50 $6.50 
6.00 6.00 12.50 8.00 


6.00 
.. 6.00 


their true value. The true value of 
treatment can be estimated scien- 
tifically by evaluation of the prin- 
cipal ingredients of therapy. These 
ingredients consist of equipment, 
overhead and labor. 

The general principles should 
apply to all situations. The details 
of working out these principles 
may vary from clinic to clinic de- 
pending upon the individual or- 
ganization, type of physical layout, 
equipment and personnel. :_ 


Notes and Comment 


Case findings from 
routine chest x-rays 


Since 1947, the Division of Tu- 
berculosis Control of the New 
York State Department of Health, 
through its Bureau of Case Find- 
ing, has been administering two 
case-finding services in upstate 
New York (all of the state exclu- 
sive of New York City). These 


two services have a common pur- 


pose, namely, through the medium 
of chest roentgenographic exami- 
nations to screen out those persons 
who may have tuberculosis of the 
lungs. The general hospital pro- 
gram does this among patients 


admitted to general hospitals, and 
the mass survey program deals 
with apparently healthy persons. 
These two services do not sup- 
plant but supplement long-estab- 
lished routine tuberculosis clinic 
services for the examination of 
contacts and patients with symp- 
toms. 

By the end of 1953, after ap- 
proximately six-and-a-half years 
of operation, more than one mil- 
lion persons 15 years of age and 
over had had roentgenographic 
examinations in each of these two 
programs—1,076,506 in the gen- 
eral hospital program and 1,069,- 
715 in mass surveys, a total of 
2,146,221. The number of patients 
who have had roentgenograms 
made on admission represents over 
two-thirds of all persons aged 15 
or over admitted to the partici- 
pating general hospitals. 

Summary conclusions are sig- 
nificant. In mass surveys the sexes 
were equally divided as to number 
examined; in the hospital program, 
the ratio of females to males was 
2:1. On initial interpretation of 
the films, almost twice as much 
definite and suspected tubercu- 
losis was found in the hospital . 
program as in mass surveys.: In 
both programs the rates for all. 
categories of tuberculosis—prob- 
ably active, probably inactive, and 
suspected—increase with age for 
both sexes, but the rates for males 
are almost always greater than 
for females. 

Eighty-three per cent of the ini- 
tially diagnosed hospital cases 
and 86 per cent of the mass survey 
cases had never previously been 
reported. About 31 per cent of pa- 
tients with active cases of tuber- 
culosis from the hospital program, 
but only 12 per cent from the mass 
survey program, had been hos- 
pitalized. On initial roentgeno- 
graphic examination in each pro- 
gram, about one-and-a-half times 
as many possible intrathoracic tu- 
mors as cases of probably active 
tuberculosis are screened out. For 
both programs combined, possible 
tumors are diagnosed two-and-a- 
half times more frequently in 
males than in females.—From the 
report by William Siegal, M.D., 
Robert E. Plunkett, M.D., and Ben 
Z. Locke, Albany, N. Y., The 
Journal of the American Medical 
Association (157:5), Jan. 29, 1955. 
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It’s well past midnight. Again. 
And still her night keeps 
ticking away: no sleep - 
rest... no sleep. . . no rest. 

If she were your patient, you'd 
relieve her insomnia with— 


short-acting NEMBUTAL 


A dose of only % to 1-gr. 

is enough to erase anxiety, 
worries, tension. And to induce 
drowsiness, followed by 
refreshing sleep. With short- 
acting NEMBUTAL, there is 
little drug to be inactivated, 
short duration of effect, wide 
margin of safety and little 
tendency toward morning-after 
hangover. Which is why: 

in equal doses, no other 
barbiturate combines quicker, © 
briefer, more profound effect. 


Abbott 


| | ®(PENTOBARBITAL, ABBOTT) 
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B* USING AN industrial version 
of a device familiar to every 
hospital housekeeper—a _ central 


vacuum system—power plant en- 


gineers at a New Jersey manufac- 
turing concern report hours saved 
each week on the usual time- 
consuming job of recovering un- 
used coal for their boilers. The 
system does double duty by clean- 
ing fly ash from the boilers—and 
in less than half the time formerly 
needed. 

The plant operates four large 
boilers (total capacity 3,300 hp) 
to produce the steam used in the 
manufacturing process. The boil- 
ers are fed from hoppers to chain 
grate stokers. During the course of 
the week, some two or three tons 
of fine coal slip through the chain 
grates and collect in the wind box. 
About once a week this coal is re- 
covered; ashes from the fire bed 
fall into another section of the 
boiler. 

Formerly, the coal was recov- 
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Prisery Separetor 


Li 


ABOVE: CENTRAL vacu- 
um system recovers lost 
coal, is also used for clean- 
ing out fly ash and general 
boiler room maintenance. 
RIGHT: SCHEMATIC 
drawings of boiler room 
central vacuum system 
showing details of primary 
and secondary separators 
and exhauster, and, be- 
low, layout of the system. 


ered by use of a long-handled hoe 
to scrape the coal from the wind 
box out onto the boiler room floor. 
Because of limited clearance be- 
tween the boiler housing and the 


building wall, the hoe handle was 


constructed in several sections 
which had to be assembled and 
dismantled each time the hoe 
reached into the boiler. All told, 


Industry has applied 

a familiar principle to speed 
coal recovery and 

fly ash removal — 


a vacuum 
cleaner in the 
boiler pit 


secondary Separetor 


six men spent nearly a full day 
each week just removing coal from 
31 wind boxes and returning it to 
the feed hoppers. 


LABOR SAVING 


Under the central vacuum plan, 
a job that once took 48 man-hours. 
is now accomplished by three men 
in some five to six hours, a labor 
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The new Elks Aidmore Children’s Hospital, Atlanta, Georgio. Nurses’ 
station shows installation of Acousti-Celotex Random Pattern® incombus- 

tible mineral fiber tile. 

Architects: Robert & Company Associates 


General Contractors: J. A. Jones Construction Co., Atlanta, Ga. 
Acousti-Celotex Contractor: Acousti Engineering Co., Atlante, Ga. 


As modern as a hospital may be in equipment and facili- 
ties . . . it can’t be considered up-to-date if it hasn't con- 

3 cerned itself with a most vital aid to convalescence: 
Sound conditioning. An atmosphere-free from recovery- 
retarding noises is of prime importance to the well-being 
of those bent on getting well. Such an atmosphere is 
becoming part of more and more hospitals daily, thanks 
to Acousti-Celotex Sound Conditioning. 


Efficient Solution: The acoustical improvement pro- 
vided by an economical ceiling of Acousti-Celotex is 
immediately evident. Throughout corridors, waiting 
rooms, nurses’ stations, dressing rooms, X-ray rooms, 
lounges . . . noise is arrested at the source. Recuperating 
*U.S. Design Patent D168763 


-————-Mail Coupon 

The Celotex , Dept. F-65 i 

cousti-,ELOTEX 

Without cost or obligation, please send me the Acousti- i 

REGISTERED ore. Celotex Sound oe Survey Chort, and your book- i 

4 let, “The 

Products for Every Sound Conditioning Problem—The Celotex 
LaSalle St., Chicago 3, Illinois © in Canada: Dominion Sound Equipments, Ltd., Montreal, Quebec. City County 
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the QUIET hospital...speeds recuperation 


patients find the process hastened by the gwiet comfort; 
hospital personnel, too, profit in increased working 
efficiency. 


Maintained Easily. Acousti-Celotex is quickly in- 
stalled in existing hospital buildings or during new con- 
struction, and needs no special maintenance thereafter. 
It is of high sound-absorption value, with a choice of 
beautiful finishes that may be washed repeated/y and painted 


repeatedly without loss of sound-absorbing properties, 


Mail the Coupon for a Sound Conditioning Survey 
Chart that will bring you a free analysis of the noise prob- 
lem in your hospital, plus a free factual booklet, “The 
Quiet Hospital.’’ There is no obligation. 
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saving of better than 60 per cent. 

Here’s how the system works. A 
flexible hose-and-nozzle assembly 
connects into the system virtually 
anywhere in the boiler room. A 
pair of hoppers are installed on 
the vacuum side of the exhauster 
(see p. 94). The first hopper is 
the primary separator, where the 
larger particles are separated out. 
The secondary separator traps the 
fine particles and dust. 

From the primary separator 
(three-ton capacity), recovered 
coal is dropped through a hatch- 
way at the bottom into a large, 
wheeled lorry which takes the 
coal back to the hopper for re-use. 
The fine particles and dust re- 
claimed in the second separator 


are blown directly into the fire 
bed for their fuel value. | 
The central vacuum system is 
versatile. It is also used to clean 
out collected fly ash from the 
boilers during routine maintenance 
shutdowns, usually once or twice 
a year—and it saves considerable 
time in this operation, too. For- 
merly, the ash was removed by a 
team of three men per boiler, a 
job now done by one man equipped 
with a vacuum-connected hose. 
The system is being used further 
for routine clean-up of dirt ‘and 
soot around the boiler room—on 
floors, walls, beams, etc.—with far 


less dust and in considerably 


less time than with the usual 
broom-and-shovel technique. 


does it pay to replace a pump? 


IGGING INTO THE economics of 
D operating an old pump can 
turn up highly profitable informa- 
tion. The appearance of satisfac- 
tory performance may be hiding 
real costs which may represent the 
price of a modern pump along 
with other appreciable savings. 

A pump may still be delivering 
the designed capacity and head 
in spite of its age. It is this fact, 
the seemingly satisfactory per- 
formance of the pump, that pro- 
tects its reputation as an “old faith- 
ful” from closer scrutiny. Gradu- 
ally decreasing efficiency is not as 
noticeable as a sudden breakdown. 
Power costs are not looked upon 
as excessive unless totaled up 


over a number of years and com- 


pared with similar costs for a new 
pump. Pump manufacturers have 
come a long way in designing units 
to reduce operating costs. 


EFFICIENCY A FACTOR 


Consider a motor-driven pump 
built in 1928 to deliver 2,500 gpm 
against a total head of 150 feet. 
When originally built, the effi- 
ciency was 78 per cent, which re- 
quired an input of 121 bhp. Due to 
wear and tear, and if no revolving 
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parts have been replaced, it could 
be expected that the pump 25 
years later would have an effi- 


ciency of about 74 per cent and 


would require 128 bhp to deliver 


_the designed capacity and head. 


A modern pump for these same 
conditions could be expected to 
have an efficiency of 86 per cent, 
which would require 110 bhp. This 
is a possible saving of 18 bhp. 
Based upon a power cost of one 
cent per kwhr, the savings in 
power cost for one year of con- 
tinuous operation—8,760 operating 
hours—would be $1,176. 

The cost of this new pump or 
complete unit, and the time it 
would take to pay for it from the 
operating savings gained over the 
old pump, are shown in Table 1. 
The figures are based on the rate 


of one cent per kwhr, or $0.00746 
per hp. Additional costs for 
freightage and for changing the 
foundation and piping should be 
added to the total cost figure of the 


new pump. 

Even if renewal parts for the 
1928 pump could restore its orig- 
inal efficiency to 78 per cent, it 
will still require 11 hp more than 
the new pump. Based on 8,760 
hours of operation per year, the 
power cost of the old unit will be 
$719 more. 


WRITE-OFF TIME 


If the amount saved each year 
on power cost were set aside to 
accumulate interest, the total 
would then represent an amount to 
pay for all or part of the cost of a 
new unit. If it were the hospital’s 
practice to consider relatively 
longterm write-offs, these savings 
might well be sufficient to pay for | 
the new unit and also for other. 
additional capital expenditures. 

Let’s cite an example. The hos- 
pital might figure write-off in 
terms of 15 years or more and at 
interest rates of, possibly, three 
per cent. A small annual saving, 
in this example, soon pays for the 
original investment. In fact, many 
cases show that by the end of a 
15-year term, such savings would 
represent the write-off of a much 
larger capital expenditure.. 

Take the $1,176 power cost 
saved on 24-hour operation of a 
new pump. If this amount could be 
set aside to accumulate interest at 
three per cent compounded annu- 
ally for 15 years, a capital invest- 
ment of $21,871 could be written | 
off. 

There are also repair costs to 
consider. Obsolete parts are more 
expensive and require extended 
delivery time. The cost of modern 
renewal parts for which patterns 
are available and the parts are in 
stock represent very tangible sav- 
ings when compared with the cost — 


TABLE | 


Estimated price of new pump, base, coupling . 
Total cost of new pump, motor, starter. 
Hours of 8,760 6,500 4,000 
Savings will mo 17mo. 28 mo. 
Sevings will pay for complete unit in ....39 mo 52 mo. 84 me. 


| i it would take to 
| ver the old pump 
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Write Today for New Wheel Chair Catalog 


® 


THE 


Announcing 


NEW LINE COLSON 
CHAIRS 


Model 4256 deluxe folding chair shown here 
is the top star in the all-star line of 8 newly 
designed COLSON Folding Wheel Chairs. 
All of them embody the ultimate in operating 
efficiency and patient comfort—all are 


competitively priced. 


Look at these important 
COLSON Features. 


Finish: Heavy polished chromium plate over 
copper and nickel. 


Seat: Thick foam rubber cushioned seat— 


rigid one piece construction—covered with 


attractive tan plastic. 


Side Panels: Attractive contrasting plastic 
material —flame proof, warm to the touch— 
won't dent on impact. 


Footboard: Reinforced aluminum with safety 
tread. Footboards fold out of the way. They 
are also fully adjustable in distance from seat. 


Wheel Equipment: 24" wheels are tangent 
spoke, bicycle type, with full ball bearing 
hubsand 1“ cushion rubber tires. Casters have 
all ball bearing swivel forks and 8” diameter 
ball bearing wheels for quiet, easy operation. 


Frame: Construction is of tubular steel, light 
but strong. Folding mechanism is ruggedly 
designed to insure rigidity, but easily oper- 
ated by lifting up edge of seat. Chair folds 
to 10’ width for minimum storage space. 


WHEEL CHAIRS + WHEEL STRETCHERS + INHALATORS 
INSTRUMENT TABLES + CASTERS AND WHEELS + DISH AND TRAY TRUCKS 
HOUSEKEEPING TRUCKS + LINEN HAMPERS 


CORPORATI ON 


Elyria, Ohio 
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Accessory equipment available at moderate extra cost 
Model 4403 Model 4399 Medel 4397 
Heel Strap Headrest Extension Leg Rest 
Medel 4398 Model 4395 Mode! 4404 
. Reclining Bock Wheel Broke Detachable Arm 
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of obsolete parts. Sometimes a 


modern pump can be purchased at — 


prices equal to or even less than 
the cost of extensive renewal parts 


for an old pump.—cC. E. Cromwell, 
writing in the June 1954 issue of 
Heating, Piping & Air Condition- 
ing. 


NOTES AND COMMENT 


Caster lubricants in surgery 


For the guidance of hospital 
maintenance personnel, the fol- 
lowing inquiry and two answers 
to it are reprinted from the Feb. 
19, 1955 issue of The Journal of 


the American Medical Association: 
Question. In our hospital the use 
of all oily lubricants on casters in 


surgery has been banned by te . 


local fire inspectors, who approve 
of dry graphite. Attempts to ob- 


tain results with graphite have | 


4 
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ADMISSION X-RAY PROGRAMS 
Fairchild 70-mm x-ray cameras 


Fairchild 70-mm x-ray cameras, used in 
connection with photofluorographic equip- 
ment, provide the easiest and most eco- 
nomical method of carrying out a com- 
plete admissions x-ray program — because 
of their rapid, automatic operation and 
fractional film costs. As a result, these 
cameras have become the “standard” for 
mass chest radiography. The 70-mm nega- 
tive is adequate for direct viewing; magni- 
fication viewing is available if desired. 
Suspected positive cases (which have been 
found to average between 8 and 10 per 
cent of all hospital admissions) would 
normally be retaken on 14 x 17 film by the 
hospital radiologist. 


Accessories for 
Fairchild 70-mm x-ray cameras 
70-mm Roll Film and Cut Film 
70-mm Roll Film Dryers 
70-mm Roll Film and Cut Film Viewers 
70-mm Cut Film Adapters 


The completely automatic operation of 


the Fairchild Roll Film Camera permits 
one technician to radiograph up to 150 
chests per hour. For smaller hospitals the 
Cut Film Camera offers identical high neg- 
ative quality at lower initial investment. 
Fairchild’s 70-mm cameras are available 
‘on all leading 70-mm hospital admissions 
units and can be adapted to many existing 
installations. The cameras are uncondition- 
ally guaranteed for one year, and are 
backed by Fairchild factory service. For 
further information consult your x-ray 


equipment supplier or write Fairchild 
Camera end Instrument Corp., 88-06 Van 
Wyck Expressway, Jamaica, N. Y., Dept. 


X-RAY EQUIPMENT 
AND ACCESSORIES 


failed here. I believe that an oily 
graphite suspension such as speed- 
ometer cable lubricant would 
drain off static charges well 
enough to prevent accumulation, 
but this point should be carefully 
determined by an agency with a 
properly staffed and equipped 
laboratory. Please advise. 

(This inquiry was referred to 
two consultants, whose respective 
replies follow.) | 

Answer. U. S. Bureau of Mines 
Bulletin 386, 1933 (Guest, P. G.., 
Static Electricity in Nature and 
Industry) states: 


Grounding the framework of ma- > 
chinery is frequently not sufficient 
protection against’ static;; where 


there is shafting it also should be 


grounded by brush or tightly rub- 
bing contact of woven copper or 
spring bronze. However, oil in the 
bearings of machinery may not offer 
as much resistance to the flow of 
electricity as has usually. been sup- 
posed. Perry calls attention to the 
fact that in the design of electric 
generators insulation for the bearing 
pedestals is sometimes incorporated 


. to prevent circulation of large in- 


duced currents of low voltage be- 
tween the shaft and the frame. Wat- 
son states that vaseline and heavy 
oils may actually lower the resistance 
between sliding electrical contacts. 
Recent studies of the conductivity of 
hydrocarbons in films 0.01 mm. or 
less thick reveal that at stresses of 
about 100 KV per centimeter the 
liquids become conducting, approach- 
ing the behavior of metals in this re- 
gard. This conductivity is not a 
breakdown, as there is no evidence 
of spark and the liquid is restored to 
its original condition on removal of 
the stress. 

Some tests recently made by 
the Bureau of Mines have provided 
first-hand corroboration of the 
above statement. These tests indi- 
cate that care should be taken to 
avoid excessive lubrication lead- 
ing to the presence of an accumu- 
lation of oil on conductive caster- 
wheel treads and sides. They do 
not indicate any important in- 
crease in resistance to be due to 
proper lubrication, whether or not 
the oil contains graphite. It seems 


quite possible that dry, conductive 


- casters contaminated with soap, 


filth and rust would show high re- 
sistance and fail more signally 
than lubricated ones in their mis- 
sion of rapidly draining off the 
charges of static electricity. 
Answer. Although dry graphite 
may not be as convenient as could 
be desired, nevertheless nothing 
safer has yet been found, although 
there are prospects that something 
better will be developed. OE 
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Community Memorial General Hospital, LaGrange, Illinois 
Architects: Schmidt, Garden & Erikson 

General Contractor: George Sollitt Construction Co. 
Equipped with Adiacke Double Hung Aluminum Window 


Minimum air infiltration 
Finger-tip control 

No painting or maintenance 
No warp, rot, rattle, stick or swell 


*-+ Guaranteed non-metallic weatherstripping 
(patented serrated guides on double hung windows) | 


= 


the Adams & Westlake company 


ELKHART, INDIANA « New York « Chicago « Established 1857 * 


. 
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TS TRUE THAT the job of keep- 

ing house is as old as time, 
but the common assumption that 
“anyone can keep house’”’ is as un- 
true as it is aged. The status of 
housekeeping in a hospital is now 
recognized as an art and profes- 
sion. A challenge that administra- 
tors face is finding an executive 
housekeeper who will run the 
housekeeping department from an 
administrative level. 

In viewing the housekeeping 
department, an administrator na- 
turally thinks first of the person at 
the top. He expects his housekeeper 
to meet standards as the working 
head of a busy department; and 
these are pretty stern standards, 
covering everything from your in- 
dividual grooming to an unbiased 
approach to personal and person- 
nel problems, from a receptively 
tolerant and codperative attitude 
toward other department heads 
and their problems on to a detailed 
understanding of what you are ex- 
pected to offer the hospital in 
quality of service. This also in- 
cludes a methods study to de- 
termine such things as the com- 
Mr. Caldwell is of the 190- 
bed Pomona Valley Community Hospital. 
Pomona, Calif. This article is abstracted 


from the keynote address presented by the 
author to the American Hospital Associ- 
H H k ing In 


of the housekeeper 


B. J. CALDWELL 


parative cost of an outside main- 
tenance firm as against hospital 


personnel on washing windows or 


waxing floors. 

As administrators, we're ob- 
viously pleased to note any pro- 
fessional training you may have 
had, because training and con- 
tinuing education through adult 
education courses or institutes are 
vital assets to the executive house- 
keeper. But education alone is not 
enough. 

We expect you to realize that all 
head and no heart never made a 
great leader; and because the 


housekeeper must ffirst be a. 
- leader, we hope you have a warm 


outgoing personality that will 
make your employees look up to 
you for understanding and help, 
both on and off the job. Promoting 
teamwork with other departments 
and within your own department 
—developing employees who smi- 
lingly ask if they can help each 
other—shows you’re a good boss. 

We hope that you, as an admin- 
istrative department head, will be 
able to decide what equipment 
you need, what type and size ma- 
chines are best, what supplies are 
most economically used, and how 
many persons it will take to staff 
your department. We hope you 
recognize that safety depends, to a 


great extent, on your department. 
We hope, in addition to physical 
accomplishments of cleanliness, 
that you also realize the impor- 
tance of good records for your de- 
partment, and have the ability to 
prepare and live by your depart- 
ment’s budget. 


YOUR THREE ROLES 


With these varied admonitions, 
you, as an executive housekeeper, 
probably feel at times you should 
be twins; but actually you’re-three 
people—the administrative head 
of a department, a supervisor and 
a teacher. 

Administretor. We believe, first, 
that your most important asset, as 
executive housekeeper, is the abil- | 
ity to get along with people. A 
midwestern college made a survey 
several years ago; 1,000 businesses 
and industries were asked for 
which reasons employees had been 


discharged during the preceding 


year. Ninety per cent of the re- 
plies gave one reason—‘“inability 
to get along with people.” A new 
medical director in a Los Angeles 
hospital, just setting up his depart- 
ment, requested the personnel of- 
fice to find him a good secretary— 
“But,” he added, “be sure she has 
a gentle nature.” All of us—ad- 
ministrators, housekeepers and 
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each member of a department 
within a hospital where people 
save the lives of other people they 


never saw before—can take cog- — 


nizance of this. The least each of 
us in the hospital field can do is 
to be considerate. 

Your biggest job, administra- 
tively, is the designation of spe- 
cific responsibilities of the house- 
keeping department. Probably no 
two housekeepers perform exactly 
the same functions or have juris- 
diction over exactly the same types 
of personnel. Therefore, the ad- 
ministrator and the department 
heads involved should determine 
what degree of cleaning responsi- 
bility is to be assumed by the 
housekeeping department. In some 
small hospitals, this is shared be- 
tween housekeeping and nursing. 

Supervisor. Supervision, of course, 


is of paramount importance. It 


- serves no good purpose for you to 


spend an hour teaching and dem- | 


onstrating as basic a technique as, 
say, using a push broom, unless 
you follow it up. Every time you 
or one of your supervisors see an 
employee using a push broom in 
any but the method taught, you 
must stop that person and take 
time to remind him of the proper 
technique. You must watch long 
enough to see that he is actually 
using it before you go on. 

It does no good to tell your 
people in a certain area to dust the 
-window sills every Wednesday un- 
less you run your finger over at 
least one window sill on Wednes- 
day morning—not Wednesday af- 
ternoon! If your program is to dust 
venetian blinds on Tuesday, then 
check up Tuesday morning on the 
top half as well as the bottom half 
of the blinds. 

Teacher. We, as administrators, 
also look upon you as teachers, 
with a professional obligation to 
pass on to your associates what you 
have learned and to train people 
to assist you. Any administrator 
is eager to have you building up 
a depth and reserve of help. | 

Many of your staff come from 
the least protected, least articulate 
working group. Those of you who 
do a job with this group know 
many who are warm and kindly, 
eager to go beyond the line of duty 
and to have their gift recognized 
for what it is—the gift of self. 
We hope you take time to let these 
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people know that they are just 
as essential to the total hospital 
picture, just as much a part of the 
teamwork of total patient care, as 
the best-known surgeon on the 
staff. Just an ordinary team is 
sometimes all it takes to do a 
big job. 

We would encourage you to 
have an assistant. In this way, 
you provide for continuity of sup- 
ervision and management during 
holiday periods and illness; you 
can do a better job of handling 
your department in order to main- 
tain a satisfactory standard of 
service to the management and 
the public. And, most pertinent, 
this will give you time to at- 
tend helpful institutes and train- 
ing courses. 

No matter how your department 


may be organized, on the aver- 


age you will have one housekeep- 
ing employee for approximately 
ten hospital beds. These people 
who work for you are important. 
Work with them. Encourage their 
help. Perhaps you have grumbled 
about the type of person with 
whom you must run your depart- 


ment, but how many of you have 


made a serious effort to mold em- 
ployees to your own standards or 
even to make the work of the 
housekeeping department attrac- 


tive to the type of individual we 


want? 

Your choice of personnel, to- 
gether with your standards, teach- 
ing methods and supervision, will 
control the quality of work your 
department produces and deter- 
mine the production you get from 
your employees. You should have 
kindness and enthusiasm for your 
job, but you should also have the 
rare talent of being a good dis- 
ciplinarian. Discipline must be 
maintained, and tthe well-mean- 
ing but weak-willed executive 
housekeeper who cannot make a 
rule and make it stick has a dif- 
ficult life. 


YOUR RESPONSIBILITIES 


Regardless of the size of your 
hospital, you will have to define 
written policies, compose a clear 
definition of duties and strive to- 
ward good interdepartmental rela- 
tions. A workable plan, I propose, 
should outline the minimum re- 
sponsibilities of an executive 
housekeeper as follows: 


1. To keep her building clean 
and orderly at all times—includ- 
ing furnishings and equipment. 

2. To control the linen supply. 
(Hospitals of 250 beds, or more, 


usually have a separate laundry 


and linen department.) 

3. To select the right type of 
workers for the respective jobs. 

4. To keep her personnel inter- 
ested, occupied and cooperative, as 
well as courteous to all with whom 
they come in contact. 

5. To analyze the jobs of her 
personnel so that the limited funds 
for this department may be eco- 
nomically spent. 

6. To know how to cooperate 
with other department heads—and 
to do so. | 

7. To know the materials she 
uses and to train her personnel 
to use them properly and with- 
out waste. 3 

8. To train personnel to do their 
work in a quiet manner. 

9. To be on the lookout for 
dripping faucets, wasted electrici- 
ty, broken furniture, etc. 

10. To keep cleaning equipment 
in first class condition. 

11. To accompany health depart- 
ment inspectors on inspection tours 
and welcome their suggestions. 

12. To be loyal to the hospital 
she represents and foster loyalty 
among employees. | 

This concludes one administra- 
tor’s view of hospital housekeep- 
ing. I'm certain I speak for all of 
us when I say that we are con- 
cerned about the type of persons 
who make up our housekeeping 
department, as well as the type 
of person in charge of the depart- 
ment. You must be an exception- 
ally fine person because we expect 
excellent cleanliness at the same 
time we need efficient and eco- 
nomical operation. We desire, too, 
that your public relations be of 
the highest (the public, by the 
way, includes your department, 
the hospital organization and pa- 
tients). Remember: advertising is 
what we say we are, public rela- 
tions is what we are. 

We recognize housekeeping as a 
worthwhile profession and an in- 
dispensable part of our hospital 
team, and we administrators salute 
each of you who conscientiously 
adheres to the high standards of 


which you and your profession 


are capable. bad 
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HE PREPARATION OF nutritious 
‘too appealing food is an asset 
to any institution but particularly 
so to the hospital, since quality 
food is not only satisfying to the 
patient but plays a highly impor- 
tant role in restoring his health. 
Food that is well prepared, cor- 
rectly flavored and attractively 
served is pleasantly anticipated 
and keeps morale high at a crit- 
ical time. The therapeutic and 
psychological value of well pre- 


_ pared food is of particular impor- 


tance to the patient on the mod- 
ified diet. 

Surrounded by a whole new 
world of do’s and don’ts with 
many free hours on his hands, 
the patient seeks out the familiar 
features of his new home. The 
sight of simple, colorful, appetiz- 
ing food, geared to his individual 
food likes and dislikes, is defini- 
tely one of the most important 
items that he could be introduced 
to from both a psychological and 
therapeutic point of view. The 


public relations value of good food © 


also can not be overlooked, for 
the hospital’s food service is one 
of the first aspects of hospital 
operation that a patient discusses 
with his family and friends, at 
the earliest opportunity. 

The development of the perfect 
food product—the best in quality, 
styling and satisfaction—presup- 
poses a well-planned menu, use 
of standardized portions and rec- 
ipes, sound purchasing procedures, 
a well-designed, equipped and 
maintained dietary department, 
and a sound food production 
schedule with adequate supervi- 
sion. 

Standardized recipes give com- 
plete directions and thus eliminate 


Portions of the above article are ab- 
stracted from the American Hospital As- 
sociation’s Hospital Food Service Manual. 
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cooking the right way for 


quality 


guesswork in food preparation. A 
file of recipes found suitable and 


acceptable is essential to keep the 


quality of products up to the in- 
stitution’s standard. The. recipes 
are also necessary in training new 
workers. Use of standardized rec- 
ipes becomes particularly impor- 
tant in the production of uniform 
products when we consider the 


number of unskilled workers with | 


whom the dietitian works, the 
turnover problem and_e general 
labor market. | 

A good standardized recipe 
should include the following in- 
formation: 


1. Amount of ingredients, eith- 
er by weight or volume. 


2. Method of combining ingre- 
dients. 


3. Cooking or baking temper- 
ature and approximate time 
required. 

4. Size, shape and type of pan 
to be used and amount for 
each pan. 

5. Total yield, the size of one 
serving portion, and number 
of portions per pan or the 
yield in cups, quarts or gal- 
lons. 

6. For cost control, space should 
be provided to record date 
and calculated portion cost. 

Recipes are filed according to 

classes of foods. Recipes may be 
placed in a standard recipe box, 
in visible cardex wall panels, or 
in a visible cardex drawer file. 
Duplicate copies should be kept 
in a master file. To protect recipes, 
place them in a transparent en- 
velope before sending them to the 
kitchen. 


Recipes should be set up to yield 
the standard portions that will be 
required in the institution. Basic 
salad dressing recipes should use 
even quarts or gallons of oil. In 
large quantity preparation of en- 
trees, soups and puddings, it may 
be convenient to standardize the 
amount by size of pan, as in pre- 
paring food for the cafeteria hot 
table. 


PURCHASING PROCEDURES 


Once the standard serving por- 
tion has been determined for each 
food item to be served and the 
census requirements have been es- 
timated, the amount of food to 
be purchased can be calculated. 
The dietitian, or the purchasing 
agent in codperation with the di- 
etitian, should draw up the pur- 
chase specifications. An important 
element to consider in purchasing 
is to check the received goods 
against the quality and quantity 
specifications set down in the pur- 


chase orders. 


FOOD PRODUCTION UNITS 
The layout and equipment of 


the dietary department is an im- 


portant factor in the production 
of excellent food to meet the 
nutritional needs of both patients 
and personnel. 

A smooth flow of food produc- 
tion requires adequate space for 
each subunit and location of each 
piece of equipment as close as pos- 
sible to the area where it is re- 
quired, with minimum cross traf- 
fic. Consideration also should be 
given to sanitation control, acci- 
dent prevention, efficient opera- 
tion of equipment, pleasant work- 
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ing conditions and ready access 
to equipment for cleaning and 


servicing. 


Facilities for the pre-preparation 
of such foods as meat and veg- 
etables should be located between 
the storage and cooking areas. In 
the small institution, pre-prepara- 
tion units probably will be located 
in the kitchen. In the large hospi- 
tal, they may be planned as sep- 
arate units. 

The minimum equipment re- 
quirements for meat preparation 
are a sink and a table. In a small 
hospital with 50 beds, all meat 
preparation can be done in the 
cooking unit so that the sink and 
table in that unit can be used. 
Where the hospital has made pro- 


‘vision for the supply of pre-fabri- 


cated meats, inclusion of such ad- 
ditional equipment items as the 
meat block, meat grinder, meat 
slicer, scale and electric saw 
should not be necessary. 


VEGETABLE PREPARATION 


For vegetable preparation, a 
double sink with drain boards on 
one or both sides is essential. A 
potato peeler should empty di- 
rectly into a sink and never be 
located in a corner. 

Tables will also be needed in 
the vegetable preparation area. 
Its length will depend on the num- 
ber of employees required for the 
preparation of vegetables. Small 
tables at sitting height and chairs 
with backs may be used to vary 


the position of sitting and stand-: 


ing. In order to reduce personnel 
fatigue, the vegetable table should 
be 36 inches high with a 10-inch 


shelf at the back; the reach of the 


worker is 18 inches. The working 
height of the table may be raised 
by a two-inch cutting board. 

A vegetable chopper is usually 
desirable and it is also wise to 
consider a garbage grinder. How- 
ever, the dietitian should investi- 
gate the local health department 
regulations before suggesting the 
purchase of a disposal unit. 

In the main preparation area, 
space must be provided for cook- 
ing, baking, and salad prepara- 
tion, and for the preparation of 
modified diets. These work spaces 
should be located between the pre- 
preparation and serving areas. 

The cook’s unit in its simplest 
form will require a space approx- 
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imately 10 feet wide with 3 to 
3% feet for the range, 4 feet for 
an aisle between the range and 


work table, ard 2% feet for the 


cook’s table. The length of the 
cook’s table or tables will depend 
upon the amount of cooking equip- 
ment. 

In larger institutions, it may be 


desirable to enclose some of the 


cook’s tables and heat these units 
for the storage of food service 
equipment. Storage for utensils 
and seasonings should be provided 
at the cook’s unit. 

In a small institution, a range 
with oven space, a work table 
and a mixing machine are the 
minimum equipment requirements 
for the cook’s unit. The range 
should be covered with a hood 
unless other means of ventilation 
are provided. In the larger insti- 
tutions where there is a pronounc- 
ed trend toward less top-stove 
cooking, a particularly careful 
analysis should be made of the 
anticipated need for top-stove 
cooking. Sectional ovens, steam 
kettles and compartment steam- 


ers with automatic timers are 


considered more desirable. Broil- 
ers may also be desired. 

In the large institutions deep- 
fat fryers and more roast ovens 
will be required. Revolving tray 
ovens prevent stooping and lift- 
ing. A refrigerator should be locat- 
ed in the vicinity for daily sup- 
plies for the use of the cook. A 
sink built into the cook’s table is 
a great convenience. A free-swing- 
ing water faucet over the steam 
kettle and over the range is a 
time-saver. | 


BAKER'S UNIT 


The area needed for prepara- 
tion of baked products will de- 
pend upon the menu and the pol- 
icy concerning the purchase of 


baked products. In a small in- 


stitution it is desirable to have 
a baker’s work table with cov- 
ered, moveable bins for flour and 
sugar adjacent to the cook’s unit 
and across from the oven. A sink 
and facilities for pan _ storage 
should be provided. A cabinet for 
bread storage and a cooling rack 
also may be needed. 

In the large hospital where the 
amount of baking warrants the 
installation of a separate bake 
shop, an analysis should be made 


to determine the requirements for 


- the following: cabinets for storage 


of supplies, equipment and bakery 
items; refrigeration for raw com-_ 
modities and the storage of pre- 
pared desserts; work tables, mix- 
ers and ovens; and the - facilities 
for top-stove cooking (gas or elec-— 
tric). Requirements also must be 
determined for the trunnion-type 
steam. kettles, the proof boxes, 
cooling racks and sinks. 

If the hospital makes its own 
ice cream, a room adjacent to the 
bake shop must be provided for 
ice cream preparation and stor- 
age. The local health department 
should be consulted on regulations 
for ice cream preparation. — 

The capacities of equipment to 
be purchased for each of the above 
units should be determined scien- 
tifically from the planned menu. 
Flow process charts on each of 
the menu items to be served por- 
trays graphically the procedures 
and equipment necessary in the 
preparation of each menu item. 
Then a summary chart, a tabula- 
tion of each of the process charts 
of the individual menu items, 
shows exactly the equipment re- 
quired to produce the meals and 
indicates the size equipment that 


will be most satisfactory to meet 


the known needs. 


SALAD PREPARATION 


Minimum equipment require- 
ments for salad preparation are 
a sink, table and refrigerator. A 
two-compartment sink in the work 
table, which is sufficiently long 
to accommodate the workers, is 
recommended. In a large hospital, 
a table sufficiently wide to per- 
mit workers on either side may 
be desirable. 

It is advisable to have a refrig- 
erator with angle slides instead 
of shelves, sufficiently large to 
store bulk supplies and hold pre- 
pared salads until serving time. 
The ideal arrangement is a refrig- 
erator that opens on both sides 
so that salad can’ be put in from 
the preparation area and removed 
from the service side. 


Provision of a so-called “special 
diet” kitchen is now considered 
passe. It is an outgrowth of the 
belief that preoccupation with the 


special diet has done much to 
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hamper the dietitian’s effectiveness 
in caring for all patients. | 

The modern trend is toward 
using the normal diet as the basis 
for planning all modified diets. 


With this type of diet planning, 


economy and efficiency are achiev- 
ed by preparing all foods for 
modified diets in the central pro- 


duction units. 


PRODUCTION SCHEDULES 


Standardized recipes, sound pur- 
chasing procedures and a well- 
equipped and designed dietary de- 
partment are of little value if the 
actual schedule of food production 
is not carefully planned and super- 
vised from the first stages of prep- 
aration through the last deta.Js 
of tray service. : 

One of the most effective tools 
in assuring smooth food produc- 
tion is the daily preparation and 
use of a written work scheduic. 
Production work sheets provide 
the workers with a blueprint to 
follow in carrying out the daily 
production of food. 

In the small kitchen the work 
sheet lists the menu item and num- 
ber of hot and cold foods to be 
served for each of the three meals. 
In large kitchens separate work 
sheets are prepared and posted 
in each of the food production 
units. The foods to be prepared 
for each of the three meals are 
listed in the left-hand column. 
Additional columns may be used 
to record the number of orders 
required for each service or time 
when they are required if produc- 
tion is continuous or staggered 
during the meal. In the last column 
on the right, record the total or- 
ders. 


SPECIFIC FOODS 


An investigation into some of 
the particularly weak areas of 
institutional cookery will perhaps 
bring to light corrective measures 
to insure better quality and pa- 
tient acceptance of hospital food. 

Retention of nutritive value, fla- 
vor and appearance in quantity 
vegetable cookery is one of the 
age-old problems facing the food 
service profession. Numerous re- 
search projects have been con- 
ducted by independent research 
groups and manufacturers of in- 
stitutional food service equipment 
to determine the most satisfac- 


tory vegetable preparation meth- 
The College of Home Economics 


at Cornell University conducted 


a vitamin and palatability reten- 
tion study on eight fresh and 
frozen vegetables. The following 
sources of ascorbic acid, riboflavin 
and thiamine were studied: fresh 
broccoli, Brussels sprouts, cabbage, 


cauliflower, rutabagas and spinach, 


and frozen broccoli, Lima beans 


and peas. 


It was found that these veg- 
etables, when they were cooked 
in an institutional steam-jacketed 
kettle or in a regulation kettle 
on a range, retained a high degree 
of palatability and 50 per cent of 
their ascorbic acid, riboflavin and 
thiamine content. Cooked in the 
steamer without water added, 
these vegetables retained more of 
their vitamin content, but they 


did not rate as high in the palata- 


bility tests. Spinach stayed green- 
er when cooked in a small amount 
of water until tender. 

The Cornell specialists report- 
ed that the steam-jacketed kettle 
is a particularly satisfactory uten- 
sil for cooking green and leafy 
vegetables in large quantities. With 
this type of equipment, the water 
returns to the boiling point almost 
immediately after vegetables have 
been added—an excellent check 
against overcooking. 

It was also found that fresh 
spinach and frozen broccoli lost 
more vitamins when they were 
cooked in 20-pound lots than when 
they were prepared in 5-pound 
lots. When vegetables were cooked 
in institution steamers, the degree 
of palatability decreased as steam 
pressures increased. When the veg- 
etables were prepared under two 
and one-half and five pound pres- 
sures, they were fairly accept- 
able, but they were considered 
not palatable when cooked at high- 
er pressures. 

Nearly all vegetables lost some 
vitamin C content when they were 
kept warm in the kettle for 15 
minutes and this content decreas- 
ed the longer the vegetables were 
held, no matter what type of 
equipment was used. 


NEW AREAS 


Like any profession, the dietet- 
ics field must constantly keep 
abreast of the myriad of new food 


items and preparation techniques 
that are developed and strive to 
implement these advances. Two 
areas of food service in which tre- 
mendous strides have been made 
in the past decade are frozen foods 
and dry milk solids. 

The present use of large quan- 
tities of frozen meats, eggs, vege- 
tables and fruits suggests a brief 
discussion of preparation methods 
for these items. Frozen meats 
should be defrosted in a refriger- 
ator not above 50° F., never in 
water. Defrosted meats are cook- 
ed by the same methods as fresh 
meats. Smaller cuts of meat need 
not be defrosted, but they require 
a lower beginning temperature 
and a longer cooking time. 

Frozen whole eggs, egg yolks 


- and whites must be held at a tem- 


perature that prevents thawing, 
until a few hours before use. Re- 
move the amount needed and al- 
low the eggs to continue thawing 
to room temperature before beat-— 
ing. Placing the eggs in warm 


water coagulates the protein of 


the egg. 
Spinach, other greens and stalk 
vegetables may be partially thaw- 


‘ed for more uniform cooking. Corn 


on the cob should be completely 
thawed. Other vegetables, how- 
ever, have a better flavor, color 
and texture if they are solidly 
frozen at the beginning of cooking 
time. General principles of cook- 
ery for fresh vegetables aptly 
apply to frozen vegetables, except 
that a small amount of water and 
shorter cooking time are required. 

Frozen fruits should be thawed 
in the refrigerator and then can 
be served without any further 
preparation. The length of the 
thawing time depends upon the 


‘size of the package. 


DRY MILK SOLIDS 


Dry milk solids is one of the 
very practical and economical de- 
hydrated food products that have 
been vastly improved in recent 
years. This food product deserves 
the dietitian’s serious consideration 
since concentrated high quality 
protein is very important in the 
hospital diet. It may be reliquified 
and used as skim milk or as a 
fortifying agent to increase the 
nutritive value of many foods. 
In baked goods such as cakes, 
cookies and quick-breads, nonfat 
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dry milk may be sifted with the 
dry ingredients. In custards, pud- 
dings and similar dishes, it should 
be mixed with the sugar or other 
dry ingredients. The water needed 
to reconstitute the dry milk is 
then added, or it may be added 
with the other liquids in the rec- 
ipe. 

One cannot lose sight of the fact 


that the best prepared food can 
be the poorest food, if it is not 
attractively and promptly served. 
Minimum time lapse between 
preparation and service is the 
important element to consider no 
matter what type of tray service 
is used—centralized or decentral- 
ized. 

Though the patient may not be 


aware of all the preliminary work 
of menu planning, food purchas- 
ing, storage and preparation, he is 
very quick to judge the food serv- 
ed to him. It must look and taste 
good. If the patient enjoys and 
accepts his diet, you will have 
met your ultimate responsibility 
—the best possible dietary - 
for the patient. 


NE OF THE most frequent inquiries to the Asso- Master Menu kits containing the wall cards, sample 
ciation’s dietetic office requests a list of several transfer slips and the Master Menu Diet Manual as 
sources of good institutional recipes. In the monthly well as complete directions for using the Master 
preparation of the AHA Master Menu service, a host Menu are available from the American Hospital Asso- 
of excellent sources of standardized quantity recipes ciation. The kits are priced at $2 each and additional 
are drawn upon for inclusion in the forthcoming’s single copies of the diet manual are $1.50. 
month’s general or normal] diet. Many recipes from 518, Sullivan. Lenore M. Quantity Recipe File. Ames, Iowa: Iowa 
1 ege Press 
the Sullivan Quantity Recipe File' are incorporated Terrell” Mar Quantity Recipes. 2nd edition. 
in the J uly menus. Philadelphia :_ Lippincott Com _- 5 pe. 
3. Fowler, Sina Faye and West, F or 3rd 
Many of these recipes are also pe ae for use in edition. New. York: John Wiley and Sons, Inc. 1 444 pp. 
Smith, E. Evelyn. Quantity or Quality Foods. nne- 
the seven most commonly used modified diets incor- a erases Publishing Com nd Wood y} 
porated in the Master Menu. The menu provides for from Meals Marion A. 
the soft, full liquid, high protein, high calorie, low . 233 pp 
calorie, low fat, and measured or weighed diets. Summary of Dinner Meats 
Large Quantity Recipes,’ a 414-page book of qual- Dinner Meat Dotes on menu | Total — 
ity standardized recipes compiled by the American _...July 3-7-11-16-19-21-28-31 8 
Dietetic Association, is one of the most frequently 
selected sources of quantity recipes. Standardized Lamb......_.___....July 5-20 2 
recipes for 50 portions are included on more than Pork... July 6-10-13-23-26 5 
250 pages of the third edition of Fowler and West’s rounry.........._Jduty 4-14-17-234-27 —......._......._.. § 
Food for Fifty.* The Smith file of quantity recipes* 
and Harris and Wood’s quantity recipes® are two Variety Meats July 9-25 2 
more important sources of quantity recipes that are — 
frequently referred to in preparing the Master Menu. 31 
— 1 ‘31. Fruit cup with mint 23. Crisp crackers 16. Fruit dressing 
aarnish 24. Raver and rice creole 17. Coffee ice cream . 
Banana 32. Canned fruit cup 25. Scrambled eggs 18. Coffee ice cream . 
2: Biended citrus juice 33. Baked custard 26. Cold sliced beef 19. Lemon ice 8 
3. Farina or corn flakes 34. Grapefruit sections 27. Potato balls 20. Unsweetened canned bing 
4. Poached ege 35. Beef bouillon 28. Asparagus tips cherries 
5. Link sausage 36. Whole wheat bread 29. Sliced orange salad ‘21. Orange juice 
6. Toast 20. French dressing 
July 2 . $1. Cheeelate roll 22. Cream of fresh mushroom 2 
rapes 33. Orange sherbet . Salitines 
9. Breaded baked halibut 2. Orange juice 34. Guewestened canned 24. Broiled tomato and cheese 
fillet 3. Crisp eat cereal or brown pineapple with crisp bacon 
10. Baked halibut fillet granular wheat cereal 35. Pineapple juice 25. Broiled chicken livers on 
ll. Mashed potatoes 4. Soft cooked egg 36. Plain muffins toast 
12. Whipped | ae gi 5. Grilled ham ‘ 26. Lamb chops 
13. Battered 6. Toast 27. Riced potatoes 
14. Beets canememsionae July 3 28. Green beans 
15. Lettuce wedge salad 7. Alphabet soup 29. Tossed vegetable salad 
16. Celery seed <a eg &. Melba tonst 1. Fresh peach 30. French dressing 
17. Beysenberry 9. Veal fricassee 2. Grapefruit juice 31. Watermelon 
18. Bread von ge “with lemon 106. Roast veal 3. Ontmeal or shredded wheat %22. Canned Royal Anne’ 
sauce 11. Creamed potatoes 4. Poached cherries 
19. Raepberry sherbet 12. Baked potato 5. Canadian bacon 33. Baked custard 
20. Unsweetened canned fruit 13. Mashed rutabagas 6. Cimnamoeon rolls 34. Unsweetened canned or 
cocktall 14. Carrots fresh cherries 
21. Limeade 15. Perfection salad 7. French onion soup 35. Mixed fruit juice 
16. Mayonnaise 8. Rye toast sticks 36. 
22. Temate juice 17. Whele peeled saeteote— 9. ed roast of beef 
23, ————_ oatmeal 19. Roast beef 
24. Salmon loaf 18. Prune snow es ll. Mashed potatoes July 4 
25. Salmon souffle custard sauce 12. Whipped potatoes 
26. Cold salmon on lettuce 19. Mocha sponge 13. Brussels sprou 1. Sweet cherries 
27. Cubed potatoes 20. Unsweetened applesauce 14. Peas 2. ennane 2 juice 
28. Pens 21. Blended citrus juice 15. Stuffed pear salad, with 3. Crisp rice cereal or farina 
29. Mixed green salad —— cream cheese and 4. Serambled exe 
30. Tarragen French dressing 22. Cream of spinach soup chopped nuts 5. Bacon 
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18. Sliced bananas in orange 


18. Chocolate sundae 


—_—_- 19. Raspberry ice 
7. Consomme 20. Unsweetened canned pears 
&. Whele wheat wafers 21. Limeade 
Pried chicken 
10. Hot sliced chicken 22. Cream of celery soup 
ll. Parsliied potatoes 23. Crisp crackers 
12. Parslied potatoes 24. Barbecued hamburger on 
13. Buttered carrots toasted bun 
14. Carrots 25. Broiled beef pattie 
15. Mixed green salad 26. Broiled beef pattie 
16. French dressing 27. Noodles 
Fresh peach shortcake 28. Pens 
with whipped cream 29. Sliced orange and date 


juice 30. French dressing 
19. Whipped strawberry 31. Rhebarb crumble 
gelatin 32. Prune whip 
20. Sliced fresh peaches 33. Floating island 
21. Lemonade 34. Orange sections 
35. Pineapple juice 
22. Cream of mushroom seup 36. ———— 
23. Creuteons 
24. Salad plate—cottage 
cheese, olive and nut July 7 
balle——red skinned apple y 
slices and grapes in 
atie : 
25. Cottage cheese on lettuce 
26. Cottage cheese on lettuce 4. Poached ex 
——tliced tomatoes 5 Bacon 
27. Paprika potatoes 6. Toast 
28. Spinach : 
31. Angel food cake with 9. Brotled steak, parsley 
fluffy frosting garnish 
32. Ceaerey ice—angel food 19. Broiled steak 
cake 
” ll. Fluffy whipped potatoes 
33. Cranberry ice 12. Fluffy whipped potatoes 
34. Unsweetened canned fruit 13. Buttered paprika 
cocktail ecaulifiewer 
re 15. Peach half with cheese 
nat ball salad 
16. Cream mayonnaise 
July 5 i7. Bleaeberry crumb pudding 
y 18. Pineapple whip, custard 
sauce 
ong 19. Pineapple whip 
3 granular wheat 20. Fresh blueberries 
| cereal or puffed wheat 21. Grapefruit juice 
4. Poached egg 22. Chicken velvet soup 
| 5. Grilled ham °3 Saltines 
_6. Jelly muffins 24. Casserole of ham and pens 
25. reamed minced veal 
corn soup 26. Cold sliced 
; 9. Lamb patties on grilled 27. Baked potato 
7 ' dh le 28. French style green beans 
10 PP 29. Sliced Chinese cabbage 
; il. Scalloped potatoes 50. Russian dressing 
31. Pear, grape and melon cup 
14, 32. Baked fresh pear 
33. Baked custard 
| 16. Mayonnaise 35. Mixed fruit juice 
17. Cherry ple 36 Bread 
18. Banana cream pudding : 
19. Lime ice 
apricots 
21. Blended citrus juice July . 
1. Banana 
22. Beef broth with rice 2. Pineapple juice * 
23. Melba toast 3. Shredded wheat or hominy 
24. Soatranes turkey and 4. Soft cooked exe 
| n les with peas 5. Bacon 
25. Scalloped turkey and 6. Raisin toast 


noodles with peas 


26. Sliced turkey 7. Te 
27. Baked potato 
28. Sileed beets 
29. Head lettuce salad ‘ 
50. Thousand Isiand dressing 10 
31. Chilled pineapple cubes 11, 
| 32. Molded pear in lime gelatin 12. 
33. Soft custard 13. 
34. Fresh pineapple, 14. 
unsweetened 15. 
35. Apricot nectar 
36. ole wheat bread + 
18 
19 
| 1. Half grapefruit 20. 
2. Grapefruit juice 21 
3. Bran kes or catmean! 
4. Serambled eg« 22. 
5. Bacon 23. 
| 6. Teast 24. 
7. Vegetable soup 
8. Metba toast 25. 
Reast leia of perk 
10. Roast leg of veal 26. 
ll. Whipped potatoce 
12. Whipped potatoes 27. 
13. Acorn squash 
14. Asparagus 28. 
Apple cole siaw 29. 
17. Checelate sundac 30. 


. Temato juice 


Brotled flounder with 


echiwe butter 


. Broiled flounder 


Potatoes au gratin 

Cubed potatoes 

Spinach timbales 

Spinach with lemon wedge 

Sliced tomato and 
cucumber salad 

Mayonnaise 


. Apple dumpling with 


lemon sauce 


. Apple crisp with whipped 


cream 


. Lemon gelatin cubes 


Unsweetened applesauce 


. Consomme 


Cream of vegetable soup 

Creuteons 

Macaroni and cheese— 
eurrant jelly in lettuce 


cups 
Casserole of macaroni 
with cheese sauce 
Cold poached salmon on 
lettuce with lemon 
Parsley boiled potatoes 
(omit on Soft Diet) 
Asparagus tips 


31. 
32. 
33. 
34. 


35. 
36. 


Cheeolate chip orauge cake 


Vanilla ice cream 
Lemon ice 

Fresh plums 
Peach nectar 
Hard rolis 


July 


. Parsley boiled po 


Half grapefruit 
. Blended citrus juice 
rice 


Oatmeal or 
cereal 
Scrambled egg 
Link sausages 
Whele wheat muffins 


“7. Beet broth with rice 
Saltines 
Broltled liver 


. Broiled liver 


Parsley buttered tatoes 

atoes 

Scalloped tomatoes 

Green beans 

Shredded cabbage, raisin 
and apple salad 


Checolate walnut 
refrigerator cake 


. Chocolate pudding 
. Maple sponge 

. Watermelon 

. Orange juice 


. Cream of mushroom soup 
. Crisp crackers 
. Het 


sliced turkey sand- 
wich, giblet gravy— 
eranberry sauce 


. Hot sliced turkey 
. Hot sliced turkey 
. Steamed rice 


28. Green peas 


. Raw vegetable salad bow! 
. Thousand Island dressing 
. Siieed peaches with Scotch 


shortbread 


. Stewed or canned peach 


slices 


. Raspberry gelatin with 


custard sauce 


. Unsweetened sliced 


peaches 


. Apple juice 


July 10 


bore be 


. Orange juice 
. Orange juice 


Wheat cakes or farina 
Soft cooked egg (omit on 
Normal Diet) 


. Grilled ham 


French toast with syrup 


Baked veal chop 

Sweet potato souffie 

Whipped potatoes 

Broccoli with hollandaize 
sauce 


. Sliced beets 


Grapefruit and avocado 
salad 

Clear French dressing 

Fresh peach ice cream 


. Lime ice 

. Lime ice 

. Grapefruit sections 
. Blended citrus juice 


. Cream of turkey soup 
. Saltines 
. Chepped and celery 


salad with sliced radish 
garnish—ripe clives— 
tomatoe slices 


. Brotled turkey livers—— 


spinach 


. Cottage cheese—spinach 


—tomato salad 


. Baked potato 


. Reyal Anne cherries— 


chocolate brownies 


. Royal Anne cherries 
. Chocolate Bavarian 
. Unsweetened canned or 


fresh Royal Anne 
cherries 


. Apricot nectar 
Crusty hard 


Beutlion with bariey 


Grapefruit juice 


. Roast beef 
. Browned rice 
. Boiled rice 
13. Baked parsnips or squash 
14. Mashed Hubbard squash 
15. Perfection salad 
16. Mayonnaise 
17. and pineapple 
compote—corn flake 
macaroons 
18. Sliced banana in straw- 
berry gelatin, whipped 
cream 
19. Cherry spo 


cocktail 
21. Orange juice 


22. Chilled cherry juice with 
lemon ice 


24. Chicken pie with pastry 
cover 

25. Casserole of minced 
chicken with potato 


topping 
26. Hot sliced chicken 
27. Cubed potatoes (omit on 
Soft Diet) 
. Quartered carrots 
29. Raw spinach, lettuce, | 
radish and onion salad 
30. Vinegar-oll dressing 
31. Fudge cake, mocha 
frosting 
32. Prune whip 
33. Baked custard 
34. Jonathan apple 
35. Clear beef broth 
Bread 


July 12 


Seedless 
2. Apricot nectar 
3. Puffed rice or catmeal 
4. Serambled egg 
5. Canadian bacon 
6. Crumb buns 


. Cream of celery soup 

. Saltines 

Breaded veal cutlet, 
tomato sauce 

Broiled veal steak 

Parsley boiled potatoes 

Parsley boiled potatoes 

Asparagus tips 

. Asparagus tips 

Green salad bow! 

French dressing 

Fresh peach short cake 

whole peeled 

apr 

Whioped 

gelatin 
. Fresh peach 
21. Limeade 


wen 


to 


22. Julienne vegetable soup 
23. Crisp crackers 
24. Corn fritters with syrup 

—link sausages 
25. Baked liver 
26. Baked liver 
27. Baked potato 
28. French green bea ‘ 
29. Grapefruit and 

apple section salad 
30. French dressing 
31. Raspberry sherbet 
32. Raspberry sherbet 
33. Raspberry sherbet 
34. Honeydew melon slices 
35. Pineapple juice 

Bread 


July 13 
. Cantaloupe 


Tomato juice 
Farina or shredded wheat 
So ece 


Bacon 
Teast 


Crisp crackers 

Baked ham leaf with 
fresh mushroom sauce 

Baked lamb patties 


Baked yams 
. Whipped potatoes 


HOSPITALS 


a wheat 
r corn flakes 
spinach soup 
salad 
21 
22 _ 
23 
24 
25 
27 
29 
30 
31 
26. — 
Consomme 
Crisp crackers 
Baked ham 
2 
27 
32 
34 
56 Ils 
and grapefruit July 11 
lad on cress 
neh dressing 1. Grapefruit juice 
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COFFEE DISCOVERY 


Now Packed for Quantity Brewing! 


| GLASS-MAKER Vip 


H oO} EL a ‘pest AURANT 


& 


Not a powder! Not a grind! But millions of 
tiny ‘“FLAVOR BUDS” of real coffee...ready to burst 


instantly into that famous -the-Last-Drop flavor! 
| 
Only this entirely new kind of coffee gives you @ Uniform cup quality—ends “in-and-out” batches! ; 
all these advantages: : e No more “staling” problems—saves storage space! 
e@ 10% greater yield per pound-equivalent pack! e No more coffee grounds— makes cleaning a cinch! | 
e Cuts brewing time and labor costs 75%! e@ No more urn bags, upper bowls, rings or filters! 


@ Any worker, trained or not, can brew it perfectly! _@ Can be brewed in small batches anywhere, anytime! | 7 
See your Maxwell House Man today, or write: Maxwell House Div., H&R Dept., Hoboken, N. J. 
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Sew Annee 


. Buttered pean 


Peas 

Banana and cherry salad 

Whipped cream 
mayonnainze 

Lemon meringue pie 


. Lemon puddin 
. Grape juice gelatin 
. Bliced banana in orange 


juice 
21. Orange juice 


. Cream of tomato soup 


. Melba teast 


. Braised beef cubes and 
noodles 

. Braised beef cubes and 
noodles 

. Hot cubed beef 

. Noodles (omit on Soft 
Diet) 

. Baked acorn squash 

. Hend lettuce salad 


- Thousand Island dressing 


. Pineapple chunks 

. Applesauce 

. Vanilla blanc mange 

. Unsweetened applesauce 
. Grapefruit juice 

. Cornbread 


: 


. Half grapefruit 

. Grapefruit juice 

. Corn fakes or rolled 
wheat 

. Serambled egg 

Link sausages 
Coffee enke 


Cranberry juice 


Fried chicken 
. Roast chicken 
. Parsley rice 
Riced potatoes 
Creamed green beans and 
mushrooms 
. Green beans 
Apricot and raisin salad 
. Chantilly dressing 
. Buttercup cakes with 
orange frosting 
. Buttercup cakes with 
orange frosting 
. Orange ice 
Fresh pear 
. Beef boulllon 


. Cream of vegetable soup 

. Paprika crackers 

. Hard cooked on toast 
with rarebit sauce, 
bacon strip 

. Crisp bacon 

Baked veal chop 

. Baked sweet potato 

. Asparagus tips 

. Temate and cucumber 
salind 

. French dressing 

. Pear and plum compote— 
nut wafers 

. Canned pears 

. Cherry gelatin cubes 

Unsweetened fresh plums 
. Orange juice 
read 


July 15 


> 


21. 


Orange slices 

Blended citrus juice 
Oatmeal or puffed wheat 
Poached ez« 

irilled ham 
. Tenat 


Cream of asparagus soup 

Saltines 

Baked salmon with 
parsicy butter 

Baked salmon 

O'Brien potatoes 

Cubed potatoes 

Spinach 

Spinach 

Stuffed prune salad 

Maraschine French 

Pineapple upside-down 
ca 


e 

. Pineapple whip 

Pineapple whip 

Unsweetened canned 
pineapple 

Blended citrus juice 


22. boultllion 
23. OCriep crackers 
24. Creamed mushroeems, tuna 


and noodles 
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. Creamed eggs 

, Cottage cheese 

. Stued baked potato 
. Green peas 

. Celery hearts 


— 


. Watermelon 

. Canned pear 

. Baked custard 

. Watermelon 

. Limeade 

. Parker House rolls 


July 16 


. Orange juice 
. Orange juice 


Crisp rice cereal or brown 
granular wheat cereal 
Soft cooked egg 


. Bacon 


Toast 


. dullenne vegetable soup 
. Crisp erackers 

. Chepped beefsateak 

. Broiled cubed steak 

. Pimente potato cubes 


au gratin 


. Whipped potatoes 


Buttered caulifiower 
Latticed beets 
Tossed salad 


. Celery seed French 


dressing 

Deep dish apple pie 

Sponge cake with almond. 
whipped cream 


. Mocha sponge 

. Seedless grapes 

. Grapefruit juice 

. Cream of spinach soup 

. Creutens 

. Assorted cold cuts—Old- 


fashioned potato salad 
with green pepper and 
garnish 


. Broiled veal pattie— 


asparagus tips 


. Broiled veal pattie— 


grilled tomato slices 


. Baked noodles in broth 


. Carret aticks and rose 


Peach slices on sponge 


eake with almond 
whipped cream 


. Canned peaches 

. Raspberry rennet-custard 

. Sliced fresh peaches 

. Pineapple juice 

. Pumpernickel or rye bread 


July 17 


— 
tH 


Soe wre 


. Temate juice 
. Tomato juice 
. Heminy or wheat and 


barley kerne!s 
Scrambled egg 
Bacon 


. Corn muffins 


Consomme a la royal 

Saltines 

Reast chicken, gravy and 
eranberry sauce 

Hot sliced chicken 

Mashed potatoes 


. Riced potatoes 
. Buttered Brussels sprouts 


Julienne carrots 
Pear blush and watercress 
salad 


. Pratt salad dressing 
. Strawberry ice cream 
. Vanilla ice cream, 


chocolate sauce 


. Cranberry ice 
. Cantaloupe slices 
. Limeade 


. Corn and celery soup 
. Melba teast 

. Staffed ham roll 

. Broiled lamb chop 

. Broiled lamb chop 

. Baked potato 

. Spinach with lemon 

. Head lettuce salad 

. Celery seed aweet dressing 
. Presh fruit cup 

. Canned fruit cup 

. Vanilla ice cream 

. Malaga grapes 

5. Orange juice 

. Bread 


Jaly 18 


1. 


2. Blended citrus juice 
3. Bran fakes or fa 

4. Seft cooked egg 

5. Canadian bacon 

6. Teast 


. Terkey broth 


Crisp crackers 

%. Stuffed rolled shoulder of 
veal—currant jelly in 
lettuce cup 

0. Roast veal 

l. Parsley buttered potatoes 

2. Boiled potatoes 


3. Braised celery 


4. Mashed Hubbard squash 


5. Grapefruit and watercress 


salnd 
6. Clear French dressing 
7. Orange souffie : 
&. Orange chiffon pudding 
9. Orange chiffon pudding 
0. Grapefruit sections 
1. Lemonade 


22. Split pea soup 


23. Croutens 
24. Grilled open nippy cheese 


sandwich 


25. Baked liver 

26. Baked liver 

27. Whipped potatoes 

28. French style green beans 

29. Temate and parsicy salad 

30. Mayonnaise 

31. Siieed fresh pineapplie— 
les 


sugar cook 


32. Applesauce 
33. Soft custard, whipped 


cream 
34. Sliced fresh pineapple 


35. Grapeade 


July 19 


Half grapefruit 

Grapefruit juice 

Rolled wheat or crisp rice 
cereal 

Poached egg 

Link sausages 

Whole wheat raisin toast 


. French onion soup 


Saltines 

Spanish Swiss steak 
Pot roast of beef 
Cubed potatoes 
Cubed potatoes 
Fresh fried eggplant 
Sliced beets 

Sliced lettuce salad 


Fresh blueberry pie 
Lemon ice 

Lemon ice 

Fresh pear 

Orange juice 


2. Cream of mushroom soup 


23. Melba toast 
24. Chicken and vegetable 


salad in finger roll— 


cinnamon apple on cress 


25. Creamed chicken 
26. Cold sliced chicken—— 


grilled tomato slices 


27. Baked sweet potato 
28. Asparagus 
29. Tessed greens salad 


(omit on Normal and 
High Caloric diets) 


30. Piquant dressing 


l. Spice cake with caramel! 
icing 


32. Royal Anne cherries 


3. Baked custard 


Anne cherries 
5. Cranberry and apple juice 


July 20 


Orange juice 

Orange juice 

Cern flakes or brown 
granular wheat cereal 

Scrambled 

Bacon 

Teast 


© 


7. Consomme 

&. Crisp crackers : 

9. Reast leg of lamb, mint 
sauce 

Roast lamb 

Mashed potatoes 

Riced potatoes 

Green beans 

ireen beans 

Shredded raw carrot and 
raisin salad 


Roquefort cheese dressing 


. Unsweetened canned Royal 


. Lemon meringue pudding 


with graham cracker 
toppi 


. Canned whole peeled 


apricots 


. Cherry gelatin cubes 
. Unsweetened apricots 
. Grapefruit juice 


. Cream of chicken soup 
. Creutens 
. Weiners with creamed 


potatoes 


. Veal mousse 

. Baked veal chop 

. Noodles 

. Green peas 

. Fresh pear and grape salad 
. French dressing 

. Butterscotch squares 

. Lime whip (no cream) 

. Lime whip 

. Unsweetened canned 


boysenberries 


. Tomato juice 
. Hard rolls 


July 21 


Grapefruit juice 


. Grapefruit juice 


Oatmeal or wheat fakes 
Soft cooked egg 

Link sausages 

Honey raisin buns 


. Vegetable soup 


Saltines 
Meat loaf with tomato 


sauce 
. Broiled cubed steak 


Sealloped potatoes 
Whipped potatoes 


. Buttered asparagus 


Asparagus tips 

Apricot and stuffed date 
salad 

Cream mayonnaise 

Caramel! nut sundae 


. Caramel sundae 
. Grape ice 


Unsweetened canned bing 
cherries 


. Orange juice - 


. Cream of asparagus soup 
. Creutens 
. Canadian bacon— 


baked corn pudding 


. Lamb souffle—carrots 
. Cold sliced lamb—carrots 
. Parsley potato balls 


: Tossed vegetable salad 


bow 


. Celery seed French 


dressing 


cookies 


. Applesauce 
. Baked custard 
. Unsweetened canned 


apricots 


. Mixed fruit juice 
. Blueberry muffin 


July 22 


Fresh grapes 

Blended citrus juice 

Puffed rice or brown 
granular wheat cereal 

Scrambled 

Bacon 

Teast 


— 


. Exsence of celery soup 


Crisp crackers 

Brolled swordfish 

Broiled swordfish 

Mashed potatoes 

Riced potatoes 

Broccoli with lemon butter 

Wax beans 

Lettuce wedge salad with 
pimiento strip garn 

Cucumber dressing 

Peach and frozen 
raspberry com pote— 
wafers 

Raspberry gelatin cubes— 
vanilla wafers 


. Raspberry gelatin cubes 
. Minted orange cup 


Grapefruit juice 


. Corn chowder 
. Crisp crackers 
. Temate stuffed with tuna 


fish salad—potato chips 


. Spinach souffle—-cottage 


cheese 


HOSPITALS 
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Only Carnatic r through personal 


5 


field work and sipervision—applies the 


scientific fiidings of its own 
1500 acre fz to the dairy farms 
supplying milk for Carnation processing. 


warrants your 
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26. souffie—tomato 
saiad—cottage che 
27. Baked potato sf = 


29. Celery hearts 


31. fudge pudding 
32. Canned peaches 
33. Chocolate udding 
34. Sliced fres 
35. Pineapple juic 
. Rells 


Half grapefruit 
| Grapefruit juice 
: rina or shredded wheat 
. Poached egg 
Bacon 
6. © ranberry muffins 


. Alphabet soup 

Melba toast 

- Grilled pork chops 

. Roast veal 

Oven-browned potatoes 

. Boiled potatoes 

squash with 
rown sugar topping 

. Mashed squash 

. Pineapple and grated 

American cheese salad 

. Mayonnaise 

. Blueberry turnover with 

blueberry sauce 

. Apple tapioca 

sponge 

. Seedless grapes 

. Orange juice 


22. Cream of cele soup 

23. Saltines 

24. Cheeseburgers 

25. Broiled beef pattie 

26. Broiled beef pattie 

27. Baked noodles in broth 

28. Sileed beets 

29. Shredded raw earrot, 
green and red cab 
salad 

30. French d 

31. 

32. Anne cherries 

t custard 

34. 

36. Blended fruit juice 


1. Orange juice 
2. Orange juice 
3. Crisp rice cereal or rolled 
wheat 
4. Soft cooked eg 
5. Canadian 
6. Teast 
7. Beef bouflion 
8. Crisp erackers 
9. Chicken baked with 
mushrooms 
Roast chicken 
Parsley buttered 
potatoes 
Whipped potatoes 
Green Lima beans 
Green peas 
Cinnamon apple salad on 
watercress 


Lemon milk sherbet 
Lemon milk sherbet 
ice 

. Pres ineapp!l b 
pple cubes 


“> 


~ > 


. Black bean soup, lemon 
slice 


. Saltines 
24. Sealleped salmon 


25. Creamed salmon—spinac 

26. Baked salmon ~ 4 
spinach 

7. Baked potato 


29. Head lettuce salad 
30. Temate French dressing 
51. Fresh fruit cup 
32. Canned fruit cup 
33. Baked custard 
34. Unsweetened canned fruit 
cocktail 
35. Pineapple juice 
. Muffins 


. Apricot nectar with lemon 


Link sausages 
_6. Butterseoteh pecan rolis 


Tomato juice 


Liver Liver with Spanish sauce 

Roast lamb 

Bolled potatoes 

. Boiled potatoes 

Green cabbage wedge or 
carrots 

. Carrot quarters 

Grapefruit and stuffed 
prune salad 

French dressing 

Bread pudding with 
raisins, lemon sauce 

18. Bread pudding with lemon 

sauce 

19. Pineapple A 

20. Half grapefruit 

21. Consomme 


— 


22. Cream of corn soup 

23. Creutens 

24. Spaghetti Neopolitan 

25. Cheese souffie 

26. Broiled cubed stea 

27. Whipped potatoes Baten on 
Soft Diet) 

28. Asparages tips 

29. French salad bow! 
(escarole, chicory and 
romaine) 

30. French dressing 

31. Cantaloupe siices 

32. Diced pear in cherry 
gelatin 

33. Cherry gelatin with 
custard sauce 

4. Cantaloupe slices 
2 


July 26 


Banana 

. Blended citrus juice 

Wheat and baricy kernels 
or farina 

Soft cooked eggs 

Bacon 

Teast 


Grapefruit juice 


. Grilled ham 

. Roast lamb 

. Sealleped potatoes 

. Riced potatoes 

Sliced beets 

Sliced beets 

Raw breeceli and temate 
salad 

Cooked salad dressing 

Peach cobbler, whipped 
cream 

Peach floating island 

. Cherry sponge 

. Fresh peach 

. Beef boulllon 


22. Cream of mushroom soup 

23. Crisp crackers 

24. Baked stuffed pe 

25. Broiled veal — 

26. Baked veal chop 

27. Spaghetti with tomato 
puree 

28. Green beans 

29. Orange and seedless grape 
salad 

50. French dressing 

31. Mecha whipped cream 
cake 

32. Prune whip 

33. Floating island 

34. Unsweetened canned 
or fresh plums 

35. Tomato juice 

. Bread 


1. Grapefrult juice 

2. Grapefruit juice ; 

3. Brewer granular wheat 
cereal or puffed rice 

4. Peached (omit on 

Normal Diet) 

6 


French teast—currant 


10. Roast turkey 

ll. Mashed potatoes 

12. Whipped potatoes 

13. Brussels sprouts 

14. Mashed Hubbard squash 
Grapefruit and avecado 


rry tart 
Baked custard 
Lemon ice 
Casaba melon with lemon 
: wedge 
21. Consomme 


2. Temato Juice 


24. Chipped beef and noodles 
with cheese sauce 

25. Jelly omelet 

26. Cottage cheese 

27. Baked potato 

28. Peas 

29. Cabbage, green and red 


ng 
31. Gingerbread with appic- 
sauce 

32. Applesauce 

33. Baked custard 

34. Ribier grapes 

35. Consomme 

Bread 


. Fresh pe 

nectar 

Corn flakes or rolled 
wheat 

Scrambled 

Canadian bacon 

Toast 


Tomate and celery soup 
Saltines 
Corned brisket of beef 
Pot roast of beef 
Riced potatoes 
Riced potatoes 
Seven minute cabbage 
Chopped spinach 
. Sugar plum salad (pear 
half, orange section, 
cream cheese, cherry ) 
16. Cream mayonnaise 
17. Peppermint stick ice cream 
18. Peppermint stick ice cream 
19 
20 


. Grape juice gelatin 
. Orange sections 
21. Limeade 


22. Fresh vegetable soup 


23. Crisp crackers 

24. Waldorf salad—minced 
ham and cottage cheese 
and chive sandwiches 

25. Cold sliced turkey— 


carrots 

26. Cold sliced turkey— 
carrots 

27. Riced potatoes 


29. Celery hearts and rose 
radishes 


31. Cheeolate brownie 
32. Canned pears 

33. Chocolate Bavarian 
34. Nectarines 

35. Apricot nectar 


8 


Orange juice 

Orange juice 

Oatmeal or wheat fakes 
Seft cooked egg 

. Grilled ham 

Blueberry muffins 


Cream of celery soup 
Croutons 
Baked breaded halibut— 
tartar sauce 
. Baked halibut 
Duchess potatoes 
Paprika 
Beets vinegar sauce 
Sliced 
Health salad 
Mayonnaise 
Swedish applecake with 
vanilla sauce 
. Creamy rice pudding 
. Whipped lemon gelatin 
. Unseweetened canned fruit 


SOR AMM S 


cocktail 
. Grapefruit juice 
22. Pineapple juice 


23. 
24. 


25. 
26. 

27. 

28. 


Codfish cakes with egg 
sauce 

Scalloped tuna 

Low fat tuna 

Paprika potato balls 

Asparagus tips 

Quartered tomato salad 
with parsiey garnish 


. Watermelon 
. Canned whole peeled 


apricots 


. Soft custard 

. Watermelon 

. Beef bouillon 
Bread 


July 30 


5. 
6. 


Blended citrus 

. Blended citrus juice 

Bran flakes or farina 
Scrambled egg 
Bacon 

Toast 


. Beef broth with noodles 

. Crisp crackers 

. Reast leg of veal 

. Roast veal 

. Parsley potatoes 

. Parsley potatoes. 

. Green peas 

. Green peas 

. Cabbage and peanut salad 


Cherry puffs with 
foamy sauce 
Orange 


. Lemon ice 
. Unsweetened canned 


boysenberries 


. Orange juice 


. Tarkey soup 
. Saltines 
. Corned beef hash-—— 


broiled tomato 


. Broiled lamb chop— 


carrots 


. Broiled lamb chop, mush- 


room cap, grilled tomato 


. Baked potato 


. Mixed green salad 

. Vimegar-oil dressing 
. Pineapple whip 

. Pineapple whip 

. Pineapple whip 

. Fresh pineapple cubes 
. Grapefruit juice 


Butterhorn rolls 


July 31 


. Cantaloupe slices 


Grapefruit juice 
Brown granular wheat 
cereal or corn flakes 


. Peached 
. Bacon 


Teast 


“7, Pineapple juice with 
raspberry sherbet > 


Standing rib roast of beef 
Roast beef 
Francenia potatoes 


. Whipped potatoes 


Mashed Hubbard squash 
Mashed Hubbard squash 


. Stuffed celery with pi- 


mente cheese, ripe olives 


Raspberry sherbet 
Raspberry sherbet 


. Maple sponge 


Fresh fruit cup 


. Lemonade 


Cream corn and tomate 


soup 
. Crisp crackers 
. Chicken loaf with mush- 


reom sauce 


. Creamed chicken 


Hot sliced chicken 


. Boiled rice 

. Siieed beets 

. Head lettuce salad 

. Savery dressing 

. Checeolate lee box 


dessert 


. Applesauce 

. Vanilla rennet-custard 

. Delicious apple 

. Mixed fruit juice 
Bread 
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More and more physicians* find citrugj preferable to synthetic ascorbic acid 
whenever supplementary vitamin C is iffMicated, since it promotes efficient and 
complete ascorbic acid utilization. Fomitherapy (except in massive doses) or 
prophylaxis, citrus fruit or juice supplig§ vitamin C in a most readily utilized 
form... concomitantly providing A, important B complex factors 
(including inositol), essential mineral amino acids, and protopectin. 


* Chick, H.: Nutrition 7:59, 1953; Cotereau, H. et al.: ure 161:557, 1948. 
Jolliffe, N. et al.: Clinical Nutrition; Hoeber, New Yor@§1950; pp. 586-601. 
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The buyer and the 


OSPITALS, BECAUSE OF the char- 
itable nature of their activi- 
ties, enjoy certain special advan- 
tages in the law. The most com- 
mon of these is the immunity from 
liability for negligence conferred 
by some states on charitable hos- 
pitals. 

But in the field of purchasing, 
no special legal advantage accrues 
to the benefit of any hospital re- 
gardless of type. All are subject 
to the same laws that govern ven- 
dors and purchasers in general. 
We find in sales more uniformity 
among the laws of the 48 states, 
however, than in almost any other 
branch of law by virtue of the two 
important uniform codes adopted 
by most states. These are the Uni- 
form Sales Act (in 34 states) and 
the Uniform Commercial Code 
(adopted to date by Pennsylvania 
and under consideration in other 
states). The latter is the newer 
of the two and is essentially the 
Uniform Sales Act, considerably 
modified and combined with other 
laws of a commercial nature into 
one complete codification of laws 
applicable to merchant transac- 
tions. 

Generally speaking, every sale 
of goods consists of two parts—the 
first, an agreement on the part of 
the purchaser to purchase and the 
seller to sell; and the second, the 


Mr. Terenzio is assistant administrator 
of the 552-bed Western Pennsylvania Hos- 
pital, Pittsburgh. and a faculty member 
of the program in Hospital Administra- 
tion, Graduate School of Public Health. 
University of Pittsburgh. This article to- 
ose with one avpearing in August 

OSPTITALS Comprise the text of an address 
by the author to the 56th annual conven- 
tion of the American Hospital Association 
last September in Chicago. 
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consummation of this agreement 
by actual transfer of title (owner- 


ship) in the goods by the seller 


to the purchaser for a considera- 
tion, the purchase price. 


THE AGREEMENT 


The agreement is a contract 
with all the necessary elements 
—namely, an offer, an acceptance 
and a consideration. It may be 
oral or written; and if written, 
it usually contains at least the 
date, a description of the article 
or articles to be sold, the purchase 
price, the names of the vendor 
and the purchaser, the date and 
time of delivery, and the date 
and method of payment. 

These contracts have few legal 
requirements, and the parties have 
great latitude as to the matter 
of their content. An important re- 
quirement, however, is in the form 
of a statute enacted by 41 states, 
commonly known as the “Statute 
of Frauds.” It provides, generally, 
that the agreement to be enforce- 
able must be in writing if the 
value of the goods to be sold ex- 
ceeds a certain amount (usually 
$500), unless part or full delivery, 
or part or full payment, has been 
made. The amount varies in some 
states; e.g.. in New York it’s $50 
and in Ohio it’s $2,500. 


AUTHORITY 


One of the important aspects of 
sales, and the first point we will 
consider, is the question of who has 
authority, in behalf of the hospi- 
tal, to enter into a contract of sale 
sufficient to bind the hospital. To 


law—1 


answer this, we must look to the 
law of Agency, which holds, gen- 
erally, that a principal may in- 


vest an agent with authority to 
enter into contracts in behalf of. 


the principal in one of two ways 


-—(1) by appointment or (2) by 


operation of law. When a pur- 
chasing agent is appointed, he is 
clothed with expressed authority 


-to enter into contracts in behalf 


of the hospital. 

On the other hand, there may 
be a situation where the hospital 
administration, by acquiescence in 
an act or acts, may result in cloth- 
ing another (not expressly author- 
ized) with the implied authority 
to make contracts for the pur- 
chase of goods in the hospital’s 
behalf. Take for example the case 
in which the hospital might per- 
mit a person, not its regular pur- 
chasing agent, to deal directly 
with a seller of a particular item. 


He might be permitted to give 


an order for the item or to sign 
a contract for it, or perhaps order 
the article delivered to the hospi- 
tal “on trial.” If this continues 
repeatedly and the hospital rati- 
fies the acts, that person may be- 
come invested by operation of law 
with the implied authority to or- 
der that particular item in the 
future and to represent the hospi- 
tal as its agent, even though the 
administrator’s intention be to the 
contrary. 

A situation of this type may 
become embarrassing to the hos- 
pital; and for this reason, it’s best 
to have all transactions with out- 
side vendors handled through the 
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duly appointed agents. The use of 
regular printed purchase order 
forms, requiring authorized signa- 
tures to be valid, is the best guar- 
antee against such an occurrence. 
It is important also to remember 
that when changes in authorized 
personnel take place, the regular 


_ suppliers should be notified with- 


in a reasonable time. This can be 


accomplished by word of mouth, - 


by notices mailed to them or by 


a notice of appointment in a reg- 


ular hospital publication. 


AMBIGUITY 


The legal difficulties which arise 
from a sale are most frequently 
caused by the ambiguous nature 
of the agreement. This is our sec- 
ond point of consideration. The 
parties may have forgotten to 
agree on some point or they may 
have failed to resolve such basic 
matters as price, delivery or de- 
scription of the article itself. This 
is where most of the law applic- 
able to sales comes in. Where the 
parties do not express their in- 
tention in the agreement, the law 
provides certain rules to govern 
their conduct. 


A well-written purchase order 
form with few ambiguities is, of 
course, the best insurance for 
avoiding legal difficulty. An effec- 
tive one should provide for such 
important items as the vendor's 
name and address, the date of the 
order, an accurate description of 
the article (with the supplier's 
number, when available), the date 
and place of delivery, the time and 
method of payment, and instruc- 
tions with respect to shipping, etc. 
Some hospitals have purchase or- 
der forms on which they have 
printed their policy regarding 
credit, claims, delivery hours, in- 
spection, etc. 


MODIFICATIONS 


In our daily experience in pur- 
chasing, we frequently come across 
cases where the seller’s agent is 
not authorized to enter a contract 


' to sell goods but merely acts as 


an order taker, with all orders 


subject to acceptance by his prin- 


cipal at the principal’s place of 
business. In such cases, our pur- 
chasing agent gives the order on 
our regular purchase order form: 
and we subsequently receive from 
the company a confirmatory order, 
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which may vary in terms from our 
original purchase order or possibly 
include additional clauses not 
previously discussed. 

The law in such cases holds, 
generally, that where the addi- 
tional provisions do not materially 
alter the original agreement, they 
become part of it unless the buyer 


objects and communicates that 


objection to the seller within a 
reasonable time. Examples of im- 
material variations include (1) a 
clause fixing a reasonable time for 
complaints, (2) a clause providing 
for interest on overdue invoices, 
(3) a clause fixing reasonably 


' standard credit terms and (4) a 


clause limiting the right of rejec- 
tion for defects which fall within 


the customary trade tolerances for 


acceptance. If the additional terms 
materially alter the original agree- 
ment, however, they do not be- 
come part of it, unless specifically 


accepted by the purchaser. 


The Uniform Commercial Code 
says that where no answer is re- 
ceived within a reasonable time 
after such additional immaterial 
variations are proposed, it is both 
fair and commercially sound to 
assume that their inclusion has 
been assented to. Likewise, where 
the hospital purchasing agent or- 
ders an item by telephone and 
then forwards a regular purchase 
order form containing writing or 
printing which either alters the 
original agreement or is new to 
it, the same rules apply. 


Frequently an important item, 
such as price, is omitted from the 
agreement. The Uniform Sales 
Act says that where no price has 
been mentioned, the price shall be 
the reasonable price at the time of 
delivery: The same-is true where 
the price has been left open for 
agreement at a later date and the 
parties thereafter fail to agree. 

As far as delivery is concerned, 
in the absence of any agreement 
relative to the delivery of goods, 
the law provides that they must 
be delivered within a. reasonable 
time. 

INSPECTION 


One big question often arises— 
“What are the rights of the buyer 
with regard to inspection of the 
goods?”’ The answer is that where 
the agreement fails to mention in- 
spection, the buyer has a right to 


inspect the goods within a reason- 
able time after arrival. The law 
says that the expense in inspection, 
if any, must be borne by the buyer 
but may be recovered from the 
seller where the goods do not con- 
form to the agreement and are re- 
jected. Where the buyer has not 
had a reasonable opportunity to 
inspect the goods, he is not deemed 
to have accepted them until such a 


reasonable opportunity shall have. 


passed. | 
Where, however, the goods have 


- been shipped C.O.D., unless other- 


wise expressly agreed, the buyer 
is not entitled to inspect the goods 
before he pays for them. Where in- 
spection discloses that the goods 
do not conform to the contract, the 
buyer must give notice to the seller 
within a reasonable time. If he 
fails to do so, the seller will not 
be held liable. 

Where the contract provides for 
successive performances but no 
agreement has been reached with 
regard to a termination date of 
this contract, the law says it is 
valid for a reasonable time. It may 
be terminated at any time by 
either party with reasonable no- 
tice. For example, if we enter into 
a contract with a supplier to pro- 
vide “x” barrels of laundry soap 
per month hereafter and do not 
specify a date of termination of 
the contract, either party may ter- 
minate at will, on reasonable 
notice to the other. 

It might be well at this point to 
say something about the word 
“reasonable,” which I have used 
extensively thus far. In the lan- 
guage of the Uniform Sales Act 


and the Uniform Commercial Code, . 


the criterion of reasonableness is 
to be determined in each case by 
the surrounding circumstances. It 


- denotes reasonableness as in good 


faith and consistent with accept- 
able commercial conduct in view 
of the nature, purpose and circum- 
stances of the action to be taken. 
Trade usages and past practices 
between the parties are important 
considerations. 


TRANSFER OF TITLE 


With respect to the passing of 
title, which is the second part of 
a sale, the Uniform Sales Act says 
that title to the goods passes to 
the buyer whenever the parties to 
the agreement intend it to pass. 
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If the parties agree on a specific 
date and hour for transfer of title, 
that’s when ownership passes, re- 
gardiess of whether or not pay- 
ment has been made. Where, how- 
ever, the parties have failed to 
express their intention, the law 
fills in the blanks by providing 
certain “Rules for Ascertaining 
Intention.”’ Some of the most fre- 
quently used of these are as fol- 
lows: 

(1) Where there is an uncon- 
ditional agreement to sell spe- 
cific goods which are in a de- 
liverable state, the Uniform 
Sales Act says ownership passes 
to the buyer immediately upon 
making the agreement. It is im- 
material whether the time of 
payment and/or delivery be 
postponed. 

(2) Where an agreement has 
been made but there remains on 
the part of the seller something 
to be done to the goods to put 
them in a deliverable state, the 
law provides that ownership 
does not pass until such thing 
has been done. 

(3) Where an agreement has 
been made to sell goods “‘on ap- 
proval,”’ “on trial” or “on satis- 
faction,” ownership remains 
with the seller, even though he 
delivers them to the buyer. In 
such cases, ownership passes to 
the buyer when he either indi- 
cates his approval, his satisfac- 
tion or his acceptance, or he re- 
tains them without giving notice 
of his rejection within a rea- 
sonable time or within the ex- 
pressed time limit. 

(4) When goods are delivered 
to the buyer “on sale or return” 
—or on any terms which indi- 
cate an intention to make a 
present sale but provide the 
buyer with an option to return 
the goods instead of paying the 
price—the buyer acquires own- 
ership at the time the agree- 
ment is made. He may revert 
ownership to the seller, how- 
ever, by returning the goods 
prior to the expiration of the 
time limit or within a reason- 
able time. 

(5) Where the agreement re- 
quires the seller to deliver the 
goods to the buyer at or to a 
particular place, or to pay the 
cost of freight or cost of trans- 
portation to a particular place, 


the law says that ownership 
does not pass until the property 
is so delivered or has reached 
the agreed place. This rule is 
quite important because of the 
numerous F.O.B. transactions in 
commercial dealings today. 

Let us assume the goods are 
purchased “F.O.B. Chicago”’ by a 
New York purchaser from a San 
Francisco vendor. In the absence 
of expressed intention with re- 
spect to the transfer of ownership, 
the law says the seller, by agree- 
ing to pay the cost of transporta- 
tion to Chicago, retains ownership 
until the goods have been deliv- 
ered to a common carrier in Chi- 
cago with instructions to deliver 


them to the purchaser in New 


~ within 
arm's 
reach 


You have developed the 
habit of looking for your two- 
port Administrators Guide 
Issue each June. This year, 
look to the August issue. 
You'll find a bigger, better, 
easier-to-read, more com- 


plete issue that you will want 

to keep within your 

ta arm's reach the year- 
around. 


York. The moment the goods are 
delivered to the carrier in Chi- 
cago, they become the property of 
the New York purchaser. 

The theory employed here is 
that, because the seller pays for 


transportation to Chicago, the 


carrier to Chicago is his agent. 
Since the buyer pays for the cost 
of shipment from Chicago to New 
York, however, the common car- 
rier here becomes the buyer’s 
agent for that purpose. 

The same rule with respect to 


ownership applies when goods are | 


purchased “C.O.D.”—that is, the 
ownership passes to the buyer 
when the goods are delivered by 
the seller to the carrier for ship- 
ment to the buyer. In this case, 
however, the carrier merely re- 
tains possession for the seller as 
security for: payment of the pur- 


chase price. When the purchase . 


price is paid on delivery, the car- 


rier surrenders possession to the 
buyer, who has been the owner 
right along from the time of de- 
livery to the carrier. 

It might be well to repeat that 
all of the rules discussed so far 
with respect to transfer of owner- 
ship apply only to those cases 
where the parties did not specific- 
ally express their intention with 
respect to transfer of ownership 
in their agreement. Where provi- 
sions have been made in the con- 
tract for transfer of title, the in- 
tention of the parties prevails over 
any other rules. 

The question of transfer of own- 
ership is important because it is at 
this point that the purchaser ac- 
cepts by operation of law the “risk 
of loss.’”’ Simply speaking, if the 
goods are destroyed in transit 
prior to delivery but after owner- 
ship has passed, it is the buyer who 
suffers the loss. At the point of 
transfer of ownership, the buyer 
acquires an insurable interest in 
the goods. This is true even though 
in some instances, like C.O.D. 
transactions, the seller retains pos- 
session for reasons of security of 


payment. 
Where delivery has been de-. 


layed through the fault of either 


the buyer or the seller, however, 
the goods are at the risk of the 
party in fault as regards any loss 
that might not have occurred but 
for such fault. 

The Uniform Commercial Code 
has added certain specific rules 
concerning “risk of loss,’ which 
tend to establish additional re- 
sponsibilities on the part of the 
seller. In one case, it states that 
where there has been a breach of 
contract on the seller’s part, e.g., 
where the goods shipped do not 
conform to the contract, the risk 
of loss remains in the seller. It also 
provides that where the agreement 
calls for delivery at the seller’s 
place of business or at the situs of 
the goods, a merchant seller (one 
who deals regularly in that type of 
goods) cannot transfer the risk 
of loss until actual receipt by the 
buyer. 

(Mr. Terenzio considers the war 
ranties and recourses of the pur- 
chaser in the event of breach of 
contract in the August issue of 
HOSPITALS. ) 
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... More and More Hospitals 
Adopt 
Aloe Contour Breast Pads 


Late last fall, the Aloe Com- 
pany introduced an entirely new 
shaped, absorbent breast pad. 
Now hundreds of hospitals in all 
parts of the country have adopted 
as routine this better way of 
handling the problem of excess 
lactation. 


The experience of Creighton Memo- 
rial St. Joseph’s Hospital, Omaha, 
Nebraska, is an example of the acceptance 
of this remarkably successful product. Mr. 
Francis Bath, Business Manager, writes: 


... We believe that St. Joseph’s was 
one of the earliest of the hospitals to use 
this breast pad in the maternity department, 
where it has won favor not only with the 
personnel, but even more among the pa- 


tients. We have had several mothers who - 


have taken home as many as six boxes. . |! 


“Sister Mary Corneliana, 0.S.F., O.B. 
Supervisor, is enthusiastic about the pad, 
as she finds it much more satisfactory than 
the sponges which were used formerly.” 


This shaped pad was one of those 
ideas the need for which had been felt for 
a hundred years or more, but about which 
little was done. Nurses and supervisors 
have always known that there must be a 
better way of stemming the flow of excess 
lactation in new mothers than that of 
using irritating gauze sponges, make-shift 
cut pads or lumps of cotton under the bra. 


It takes hours of hospital personnel time 
to “manufacture” such improvised pads, 


JUNE 1955, VOL. 29 


and additional labor time to apply, with 
the results seldom satisfactory. Hospitals 
speedily recognized the obvious advantages 
of a prepared, scientifically designed pad, 
when we introduced it. 


Aloe Takes No Credit for suggesting 
the shaped Breast Pad. Actually a physi- 
cian friend of the Company decided that 
the time for such a pad was long overdue. 
Nature and common sense dictated the 
design. We merely placed the problem of 
production before an experienced manu- 
facturer, with the stipulation that mate- 
rials must be of the finest and that control 
of quality must be rigid. 


The Natural Contour Shape and 
perfect absorbency of Aloe Contour Breast 
Pads are responsible for their instant ac- 
ceptance. Anatomically formed to fit the 
breast with full coverage of nipple, areola 
and a generous adjacent area (3°4 inches 
in diameter), they are unobtrusive in ap- 
pearance and afford complete protection 
to the patients’ clothing. Patients, of 


course, overwhelmingly endorse them. 


The Pads are made of cotton, 
filled with soft, highly absorbent cellulose 
—non-allergenic, non-irritating, helpful in 
preventing retracted and cracked nipples; 
a great aid in applying medication. They 
are packaged one dozen’ (average daily 
supply per mother) in an attractive carton; 
easy to dispense; labor. saving; generally 


‘applied by the mother herself. Easy to 


store. They are disposable and therefore 
eliminate repeat sterilization. Patients usu- 
ally want to purchase an extra supply from 
the hospital dispensary for continued use 
at home. 


A. S. ALOR COMPANY 


AND SUBSIDIARIES 
1831 Olive Street 


Among Aloe Contour Breast 
Pad users are: 
Ball Memorial Hospital 
Muncie, Indiana 
Centro Asturiano Hospital 
Tampa, Florida 
Creighton Memorial St. Joseph's Hospital 
Omaha, Nebraska 
Good Samaritan Hospital 
Hutchins Memorial Hospital 
Buford, Georgia 
Lee Memorial Hospital 
Fort Myers, Florida 
Marymount Hospital, Garfield Heights, Ohio 
McLaren General Hospital 
Flint, Michigan 
Mease Hospital, Dunedin, Florida 
Mercy Hospital, Toledo, Ohio 
Milwaukee, Wisconsin 


Munroe Memorial Hospital 
Ocala, Florida 
Ohio Valley General Hospital 
Wheeling, West Virginia 
Passavant Memorial Hospital 
Jacksonville, Illinois 
Roper Hospital 
Charleston, South Carolina 
Self Memorial Hospital j 
Greenwood, South Carolina 
South Carolina Baptist Hospital 
Columbia, South Carolina . 
St. Anthony's Hospital 


St. Louis, Missouri 


St. Joseph's Hospital, Milwaukee, Wisconsin 
St. Joseph's Merey Hospital 
Pontiac, Michigan 
St. Luke’s Hospital 
Kansas City, Missouri 
St. Mary’s Hospital, Athens, Georgia 
St. Mary's Hospital 
Kansas City, Missouri 
Tallahassee Memorial Hospital 
Tallahassee, Florida 
Tampa Municipal Hospital 
Tampa, Florida 
The Valley Hospital, West Point, Georgia 
University of Kansas Medical Center 
Kansas City, Kansas 


W inter Haven Hospital 
Winter Haven, Florida 


St. Louis 3, Mo. 


If you have not seen the Pad, just jot 
your name on your hospital letterhead 
today. Sample and literature will be sent 
immediately. 


LOS ANGELES SAN FRANCISCO SEATTLE MINNEAPOLIS KANSAS CITY DALLAS 
NEW ORLEANS « ATLANTA © WASHINGTON, D. C. 


119 


| | 
| | 
| 
| 
| 
| 
| 
| | 
| 
\ 
AWAY 


4 


Self-clinging bandage (6B-!) 
Manufacturer's Description: A natural 
cotton gauze reported to offer 


bandaging advantages now is be- 
ing marketed. Because of its self- 
clinging characteristic, it is claim- 
ed this bandage requires an ab- 
solute minimum quantity of ad- 
hesive tape. It conforms readily 
to the shape of any bandaged area. 
Useful in many special bandaging 
needs, as well as general band- 


aging. 


Off-the-floor bed storage drawer 
(6B-2) 

Manufacturer's Description: This new 
off-the-floor drawer is said to add 
nearly three cubic feet of storage 


space without using an inch of 
floor space. Adjustable hangers fit 
the drawer to standard bed sizes. 
Two-way pull-through design per- 


mits opening from either side of 


the bed. Each end of the drawer 
has its own handle and latch. 
Drawer floats on 16 ball bearings 
and travels with frictionless ease 
with full capacity load. Dimen- 
sions are 28” wide, 285%” deep 
and 6” high. Net weight is 41 
pounds. Finish is silver-gray, ham- 
mered enamel. Optional colors are 
available in quantity lots. 


Scale with — -type weight 
indicator (6B-3) 

Manufacturer's Description: Exact weight 
is flashed on a large crystal-clear, 
wide-angle screen for instant, 
accurate weighing. Easy-to-read 
weight indication will save money 


»To learn the names and addresses of manufacturers of products 
described in this review, check the appropriate items on this cou- 
ome sign your name and address, clip 

epartment of HOSPITALS, 18 E. Division St., Chicago 10, Illinois 


and mail to the Editorial 


bandage (68-1) 

'Off-the-floor bed storage drawer 
(68-2) 

Scale with projection-type weight 

indicator | 

putty (68-4) 

_.u/Mebile laboratory bench unit 
68-5) 

Device for cleaning cooking fat 


(6B-6 
tackboord in several pastel 
colors (6B-7) 
mop buckets (68-8) 
/Ceiling suspended x-ray and sur- 
gery light combination (68-9) 
Water cooler (6B-10) 
rubber pressure bandage 


Closed drop-in receptacle (6B-12) 

__....Disposable blood lancet (6B-13) 

roll toilet tissue dispenser 
(68-14) | 

type cash box (6B-15) 

25-pound wash extractor (6B-16) 

__._ Sliding glass door (6B-17) 

_...Micro-projector features simplicity 
of operation (6B-18) 

__.....Clamp for holding stoppers i in stor- 

age bottles (6B-19) 

lathe for re-threading broom 

handles (6B-20) 

Unit for filing medical record 

micro-images (6B-2!} 


Hot water bottle thermometer 


(6B-11) stopper (68-22) 
NAME ond TITLE 
HOSPITAL. 
ADDRESS. 
[Please type or print in pencil) 


by helping operator to cut down 


on the number of mistakes in 
freight weight made by use of 
inaccurate, hard-to-read indica- 
tors. 


Metallic putty (6B-4) 

Manufacturer's Description: A versatile 
aluminum putty, which shrinks 
less than two-tenths of one per 
cent while hardening and will not 
crack in thick applications, is now 
available for building up metal 
surfaces or for caulking seams and 


holes in metal and wood surfaces. 
It hardens to metallic density at 
room temperature. Curing can be 


- expedited with additional external 


heat. Can be machined by any 
conventional method and can be 
tapped and drilled. 


Mobile laboratory bench unit 

(6B-5) 

Manufacturer's Description: Easily at- 
tached to any bench, the bench 
unit locks in any position and may 
easily be rolled along to another 
one. It is always level at any bench 
height. Provides extra room for 
making notes, for specimens or for 
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to Mr. Purchasing hii 
FOR THE 
COURAGE 
TO CHANGE... 


FOR THE 
BETTER! 


he switched to... 
ANGELICA SCRUB GARMENTS- 


fr got longer wear at lower cost 


It’s a wise Purchasing Agent who wees all the evidence and 
then makes the douse to change his old buying habits without 
delay. Hundreds of Purchasing Agents are doing just that — . 
switching to Angelica Scrub Garments and cutting replacement 
costs. Look at these features: 

(1) “Task-tested”, exclusive Armor* Cloth ...or Monte* Cloth, 
the fabric that lasts as much as 25% longer. (2) or strain points 
securely bar-tacked against costly tears. (3) nforced V-nec 
roomy, easy on and off. (4) Full-cut armholes. (5) Self mate 
trouser drawstring permanently attached to prevent working 
loose. (6) Full, roomy crotch. 


All Angelica Hospital Apparel i is available for prompt delivery. 
Call your Angelica representative today. 


DIETARY 
MAINTENANCE - 
OPERATING ROOM 


1427 Olive, St. Lovis 3+ 107 W. 48th, New York 36 + 177 N. Michigen, Chicegeo 1 + 110 Ww. Tith, Los Angeles 15 


JUNE 1955, VOL. 29 


A 
- 
~ 
* 
fj 
j j 
; 
a 
| 
‘ 
| 
\ ‘ —= 
Q 
a 
we a 
*T. M. Reg. 
| 


— 


extra apparatus, with an 18” x 24” 
surface that extends to 24” x 30” 
when flap is raised. 


Device for cleaning cooking 

fat (6B-6) 

Monufocturer’s Description: A simple 
device for clean- 
ing cooking fat 
in fry kettles 
has been intro- 
duced. This pol- 
ished-aluminum 
product makes 
fat cleaning a 
quick and easy 
operation. A 
special cloth fil- 
ter bag cleans 
the fat and has 
it ready for re- 
use within minutes. 


New tackboard in several pastel 
colors (6B-7) 

Monufacturer's Description: New tack- 
board material is a resilient cork 
composition made specifically for 
bulletin board use. It is furnished 
in continuous roll form in %” and 
,” thicknesses, and 48” and 72” 
widths. Available in seamless 
boards as long as 85 feet, it can 
be installed in one piece, which 
reduces installation time and re- 
sults in a more attractive, more 
durable job. Installation of the 
board is further simplified by use 
of an adhesive which bonds it 
firmly to any clean, dry wall sur- 


face. It is available in four mod- | 


ern pastel tones—sage green, pueb- 
lo grey, cork tan and coral—to 
harmonize with the brighter, light- 
er color schemes of today’s insti- 
tutional interiors. 


Strengthened mop buckets (6B-8) 

Manufacturer's Description: Improve- 
ments in both strength and ap- 
pearance of a mop bucket were 
recently announced. A _ recessed 
body head in the new design pro- 
vides a snag-free, interlocking 


joint between the body and the 


heavy steel reinforcing band. The 


bead also materially strengthens 
the bucket by further reinforcing 
the body to prevent any possibility 
of caving caused by mop wring- 
ing pressure. 


Ceiling suspended x-ra and surgery 
light combination (68-9) | 
Manufacturer's Description: This is a 


ceiling tubestand with a litter 


lift that saves space, speeds up 
positioning time and allows for 
all four sides of an x-ray table to 


be kept clear. Incorporates many 
new features and works with your 
present x-ray equipment. 


Water cooler (6B-10) 


Manufacturer's Description: A new type | 


water cooler designed for off-the- 
floor or out-of-way installation is 
now available. The unit is 21” 
high, featuring compactness com- 


bined with wide-range capacities . 


of 6 to 17 gallons per hour. Larger 


capacity models are available on 
special order. Easily hooked up 
to a dispensing unit and individual 
water cooler. Saves space and also 
functions as a central cooling sys- 
tem to supply one or more wall 
fountains or water stations in var- 
ious locations or on different floor 
levels. 


Foam rubber pressure bandage 
(6B-1 1) 

Manufacturer's Description: A new type 
of pressure bandage which fea- 
tures a purified foam-rubber mass 
vulcanized to a cotton elastic 
bandage. Longitudinal slits permit 
a non-narrowing bandage. Band- 


age does not slip and yet may be 
removed and reapplied with little 
discomfort to the patient. 


Closed drop-in waste receptacle 
(6B-12) 

Manufacturer's Description: This new re- 
ceptacle is equipped with self-clos- 
ing top door with gentle, silent 
spring action which makes depos- 
itmg refuse easy. The round de- 
sign with opening in the top pro- 
vides all-around accessibility plus 
the modern look ‘that blends per- 


. fectly with latest construction. Ex- 
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a Hillyard 
FLOOR 
TREATMENT 


Longe 
Floor at a LOWER MAINTENANCE COST 


Thousands have found the plus 
Values of a Hillyard Floor Survey 


«FREE SURVEY OF YOUR »: 1600 
HOSPITAL FLOORS Year, Illinois 


e "Beautiful appearance" — World’s largest 


Your neath Hillyard Maintaineer®, a trained floor Fraternal building, Michigan 
consultant, will be glad to make a survey of your e "Floors are non-skid and easy to maintain" 
floors and prepare a specialized floor treatment plan — —— A Student Union in Utah 

e "This gym floor stood up 14 years without 
for Half a of Hillyard and or oc. 
leadership stand behind his recommendations. in Texas 

e "Hillyard meets the test of providing our 
Let him PROVE to you hee a plants with the best-looking floors, the 
are tailored to give you the surface you want for each most durable finish, and at the lowest 
: : cost" — World-famous bottler, New 
type of floor and floor traffic—bring out the beauty Saute Ghikn 

of the floor—wear longer—and actually save you 


} @ "In addition to wearing qualities, there 
money in labor and materials! is an intangible factor which makes 
| | : : Hillyard products even more valuable to 
L . | There is no charge, no obligation for this service. the user. I refer to the service organ- 
. ization" — Institution in Massachusetts 


THERE 1S NO CHARGE, NO OBLIGATION FOR THIS SERVICE. MAIL THIS COUPON TODAY. 


HILLYARD CHEMICAL CO. 
St. Joseph, Missouri 

Yes! Please have your Maintaineer survey my floors and show how we 
can reduce maintenance costs. 


Institution.............. 
Address 
City Stote 
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San Jose, Calif. Passaic, N. J. 


tra heavy duty steel is chemically 
treated for corrosion resistance. 
Outdoor or indoor use. 


Disposable blood lancet (6B-13) 
Menufacturer's Description: This new 


disposable blood lancet has a shap- 
ed and serrated “handle’’ provid- 


ing a firmer finger grip; the poly- 
plane point is sharp; a blood chan- 
nel on the point increases strength, 
provides superior visualization and 
aids in obtaining a more repre- 
sentative sample and hence a tru- 
er count. It is packaged for most 
convenient hospital and clinic use, 
with a hanging tab so that the box 
can be easily placed on a wall or 
door. An opening permits removal 
of one lancet without opening the 
entire box. 


Twin roll toilet tissue dispenser 
(6B-1 4) 

Monufacturer's ‘Description: A new toilet 
tissue dispenser that holds two 
2,500-sheet rolls of paper has been 
introduced. The dispenser is de- 


signed to cut paper waste, to in- 
crease capacity and to reduce 
maintenance time and expense. It 
is non-mechanically operated and 
sanitary. The dispenser is made 
from heavy gauge steel, finished 
in white baked enamel and chrome 
plate. 


New type cash box (6B-15) 

Manufacturer's Description: Coins are 
kept counted by means of meter- 
ed slots in this cash box. The 
amount of coin cash on hand is 
shown in dollars and cents by the 
figures on the edges of the slots. 
Box weighs one pound empty and 


Manufacturer's Description: Fast, simple 


six pounds full, with a coin ca- 
pacity of $62. It is about the size 
of an average cigar box. The cover 
and coin tray are separately re- 
movable. Sponge rubber strips in 


the box top hold the coins se-— 


curely in place when closed, so 
that the box may be carried in 
any position. Price $6.50 each. 


A 25- wash extractor 

(6B-16 

Manufacturer's Description: In ten min- 
utes or less, this extractor pro- 
cesses a washer load, all ready to 
iron or tumble 
dry. Extractor 
occupies less 
than six square 
feet of floor 
space. In cases 
where employ- 
ees may not take 


extractor care- 
fully, the basket 
will spin the 
unbalanced load 
smoothly and 
safely, due to a new method of 
basket suspension. 


Sliding glass door (6B-17) 

Manufacturer's Description: Easily in- 
stalled sliding glass door with 
maximum glass exposure has been 
introduced. Quiet operation on 
grease-sealed ball-bearings, com- 


plete weather sealing and many 
other features make this sliding 
glass door attractive and function- 
al. The standard unit is furnished 
for %4” plate glass, with others 
available for %” double glazing. 


Micro-projector features simplicity 
of operation (6B-!8) 


time to load the . 


projection of true-color microscop- 
ic specimens for group study by 
doctors, students and laboratory 
technicians is made possible by 
a new micro-projector announced 
recently. Operates as simply as an 
ordinary slide projector without 
annoying distractions caused by 
lens changing, condenser focusing 
or are lamp adjustments. 

Clamp for holding sto in 
storage bottles (68-19} 
Manufacturer's Description: A new 
clamp, designed to hold rubber 


stoppers from popping out, has 
been developed for use on five- 
gallon or other size bottles that 
take a 2%” stopper. Cast from 
aluminum for strength and light 
weight, the clamp measures 3” 
from tip to tip. 


Hand lathe for re-threading broom 
handles (6B-20) 

Manufacturer's Description: A new an- 
swer to the old problem of what 
to do with push broom handles on 
which the 
threads have 
been damaged 
or broken is of- 
fered through 
introduction of 
a new hand 
lathe. This com- 
pact, easy - to - 
use tool is inex- 
pensive. It is constructed from 
durable die-cast metal and has 


sharp, long lasting cutting edges 


of tool steel. 

Unit for filing medical record 
micro-images (6B-21) 
Manufacturer's Description: Material to 
be kept must be photographed on 
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How would you rate these I.V. solutions? 


| 
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XY VY AASV. 
a & 
BRA 
| using the most rigid purity control measures 
possible. They’ve been filtered and safety-capped 
| and put through controlled sterilization. Safe, = 
| now? They certainly should be. But we trust them ise 
only as far as this quarantine cage. Here, now, 
| KN they must sit while samples are sent back to the S ‘te .. 
* labs, back for more testing and re-testing, for N SR | 
sterility, potency, clarity, pyrogens and antig 
This double-checking pays—in greater 
safety, better therapy ... 
and a label you can trust. UUG 


16mm film with a microfilm cam- 
era. The microfilm negative is sent 
out to be made into permanent 
positive copies on a roll. The pos- 
itive copy then may be cut and 
pasted on file cards in groups for 


storage and easy access. With a 


micro-image reader, the image is 
blown up to its original size. 


Hot water bottle thermometer 
stopper (68-22) 

Manufacturer's Description: A new type 
stopper for hot 

water bottles 

has been de- 

signed to tell at 

a glance wheth- 

er the tempera- 

ture of the 

water in the 

bottle is right 

for the patient. 

Avoids making 

wrong guesses. 


foduct literature 


Parental Administration — (Gen6-1) 
—A 50-page booklet describing 
techniques and equipment for par- 
enteral administration. 

Floor Survey — (Gen6-2) — A free 
floor survey by a trained floor 
treatment expert is offered. It is 
called a work guide tailored to 
individual hospital needs. | 
Panelfold Doors— (Gen6-3 )—Book- 
let describing use of folding doors 
and cataloging a line of folding 
doors available. 

Packaged Light Control Equipment 
jor Commercial Applications— (Gen 
6-4)—A new 12-page booklet de- 
scribing different types of light 
control units is available. 
Hexachlorophene — (Gen6-5) — A 
completely revised, comprehensive 


bibliography of the literature on 
hexachlorophene. 

Solving Roof Problems—(Gen6-6) 
—A 32-page summary in booklet 
form for those responsible for the 
maintenance of buildings. 
Stainless Steel Equipment — (Gen 
6-7)—A new 16-page catalog on 
stainless steel sinks, tanks, trays 


‘and accessories. 


How to Cut Food Costs—(Gen6-8) 
—A well-illustrated and informa- 
tive booklet on fresh-frozen por- 
tion-control meats. 

How to Modernize Old Windows with 
Glass Blocks—(Gen6-9)—A new 
eight-page catalog demonstrating 
with photographs and drawings 
the specific benefits of a window 
modernization program. 
Decorating Magic — (Gen6-10) — 


>To learn the names and addresses of manufacturers of products 


Decorating guide that shows how 
to arrange and decorate rooms. 

Catalog of 3-D Microscopes—(Gen 
6-11)—The value of three-dimen- 


sional microscopes for medical and 


biological laboratory studies is 
demonstrated and described in a 
37-page brochure. 

Catalog on Material for Nailing Sus- 
pended Ceilings — (Gen6-12) — An 
eight-page catalog showing mate-_ 
rial available for nailing ceiling 


material into place. 


Catalog on “S”’ Type Boilers—(Gen 
6-13)—A new eight-page brochure 
describing the “S”’ series of boilers. 
Bulletin on Load Centers — (Gen 
6-14)—-A bulletin describing a 
new line of circuit breaker load 
centers for light commercial serv- 
ice entrance installations is avail- 
able. 

Foam Glass in Thin Wall and Sand- 
wich Panel Construction — (Gen6- 
15)—Brochure containing photo- 
graphs and details of projects uti- 


_lizing technique. Fabrication and 
- job data accompany each project. 


Wrought Iron Pipe Catalog—(Gen 
6-16)—A 52-page manual contain- 
ing the technical information most 
frequently required by architects, 
engineers, piping contractors, 
builders, maintenance superintend- 
ents and other specifiers of pipe 
and tubing. 
Draftless Air Diffusers—(Gen6-17) 
—A new 64-page selection manual, 
containing over 100 illustrations 


showing installation, design and 


use of aspirating air diffusers and 
accessories. 

Information on Spices, Herbs, Seeds. 
and Other Dry Seasoning — (Gen 
6-18) — This 12-page pamphlet 
lists origins, descriptions and ma- 
jor uses of 46 different seasoning 
items. 

Hospital Hardware — (Gen6-19) — 
A new handbook containing up- 


to-date hardware recommenda- 
tions for hospitals of all sizes and 
types. 
Guideposts to Better Air Conditioning 
Installation — (Gen6-20) — Helpful 
tips on ways to apply economical 
and efficient air conditioning to 
more than a score of different 
type of buildings, ranging from 
homes to manufacturing plants 
and retail establishments. 
Information on Safety Signs—(Gen 
6-21)—Pressure - sensitive, self - 
adhering, positive identification for 
many safety uses in hospitals. §® | 


described in this review, check the apemericte items on this cou- 
es sign your name and address, clip and mail to the Editorial 
partment of HOSPITALS, 18 E. Division St., Chicago 10, Illinois 


Genb-16 

Genéb-19 
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Senb-I | 

Genb-14 


(Please type or print in pencil) 
HOSPITALS 


| | 
| 
_.Genb-8 
enb-9 
NAME end TITLE 
| 
126 


DRY AS A BONE INSIDE, thanks to plastic wrap! No more pre-setting in damp or humid storage conditions. IDENTIFIABLE, 


too—new Curity OSTIC wrapper is labeled for quick identification... 


blue for Fast setting type and red for Extra-Fast. 


New plastic wrap makes OSTIC Casts 


STRONGER THAN EVER! 


100% moisture-proof wrapper prevents weakened casts due to pre-setting 


You know what happens when moisture gets inside 
plaster bandage wrappers— it pre-sets each particle 
of plaster it touches. Then you get irregular setting 


: : and delamination between windings. Result: weak or - 


broken casts, and a constant threat to patient recov- 
ery. Extra expense, too. 
You know from experience that wax paper simply 
: won’t keep moisture out. But now, Curity OSTIC 


Plaster Bandage comes in a new polyethylene-lami- 


REG. U.S. PAT.OFF. 


| BAUER & BLACK BAUER & ( BAUER & BLACK) 
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Curity 


nated paper wrapper with heat-sealed seams. A com- 
pletely moisture-proof wrap, it assures your doctors a 
strong, dependable cast every time! 

FINEST PLASTER BANDAGE MADE— New OSTIC is ex- 
tra strong (over 97% plaster actually delivered to 
cast), yet it molds precisely. Doctors like its ‘creamy’ 


feel which makes it easy to work with. Now, more © 


than ever, it’s your greatest assurance of depend- 
able plaster cast immobilization. 


ww PLASTER 


OSTIC BANDAGE 


Division of The Kendall Company 
309 W. Jackson Blvd., Chicago 6, Ill. 
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The value of a chaplain program 


THe Pastor’s HosprTtat MINIsTRY. 
Richard K. Young. Nashville, 
Tenn., Broadman Press, 1954. 
139 p. $2.50. 


Hospital administrators, as well 
as hospital chaplains and the reg- 
ular clergy, will be able through 
this informative publication to 
crystallize their thinking concern- 
ing relationships and the approach 
of the hospital chaplain. The 
author, Richard K. Young, is chap- 
lain of the North Carolina Baptist 
Hospital and director of the De- 
partment of Pastoral Care of the 
Bowman Gray School of Medicine, 
Wake Forest College. 

This book gives administrators 
and physicians who may question 
the value of a hospital chaplain as 
other than a public relations rep- 
resentative some concrete exam- 
ples of the real asset of the chap- 
lain in the diagnosis and healing 
of physical and mental illness. 

Rev. Young cites specific exam- 
ples, including the entire verbal 
intercourse of interviews, in the 
ministry of counseling and de- 
scribes actual cases in which the 
trained chaplain has served as an 
integral part in the treatment of 
the “whole patient’. Practical 
rules to be used in visiting the sick 
are included. The book will be 
helpful to the regular clergy and 
to the administration in hospitals 
without a trained chaplain. 

The addendum carries recom- 


Recruitment leaflet 


The Catholic Hospital Associa- 
tion, 1438 S. Grand Ave., St. Louis 
4, Mo., recently published a 12- 
page leaflet designed to assist in 
recruitment of employees and 
students. 

Entitled “The Job I Really 
Wanted!”, this book promotes all 
types of hospital jobs—profes- 
sional, technical, supervisory and 
clerical. The price is 5c per copy, 
with quantity discounts. 
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The chaplain and care of the ‘whole patient’ 
Chaplains, nurses and five vital minutes 


mendations to be used as a guide 
for selection and appointment of 
chaplains, a description of pastoral 
training as offered by Rev. Young 
and an excellent bibliography. 
Administrators who know the 
values of the chaplain program 
will gain further confidence. Those 
who are unconvinced will be given 
not an ambiguous but a forthright 
and dynamic approach to the value 
of religion and a trained exponent 
of its use within a hospital.—JAack 
A. L. HAHN, Library Committee. 


Civil defense nursing 


THe Nurse In Crvit Derense. (United 
States Civil Defense Technical 
Manual 11-7.) Washington, D. C., 
Federal Civil Defense Adminis- 
tration, 1954. 55 pp. 25c. 


The Nurse in Civil Defense is 
one of a series of manuals pre- 
pared by the Federal Civil Defense 
Administration pertaining to health 
services in the event of disaster. 
The functions of nursing service as 
it relates to other civil defense 
health services are incorporated 
into the over-all defense program 
planned for meeting disasters that 
might occur in atomic, biological 
or chemical warfare. 

Recommendations presented in 


this manual are general principles 


designed to assist key civil defense 
nurses in planning for the oper- 
ation of a state and local nursing 
service, thereby assuring uniform- 
ity in a nation-wide nursing pro- 
gram. 

The authors recognize that the 
manual will require constant re- 
vision to meet the changing con- 
ditions in atomic warfare, but the 
basic information on duties and re- 
sponsibilities of each group of 


workers, organization within the 


hospital and recommendations for 
continuing training programs for 
inactive nurses and auxiliary per- 
sonnel are guides in establishing 
a nurse-centered civil defense pro- 
gram.—MaArRIAN L. Fox, R.N. 


Nurse, PAstor, AND PATIENT. Granger 
Westberg. Rock Island, Ill., Augus- 
tana Press, 1955. 96 pp. $1. 


The author, a Lutheran min- 
ister, served eight years as chap- 
lain of Augustana Hospital in 
Chicago. In 1952, he was appointed 
chaplain of the University of Chi- 
cago Clinics and associate profes- 
sor of pastoral care, Federated 
Theological Faculty of the Uni- 
versity of Chicago, which position 
he now holds. The book is an out- 
growth of his experience, giving 
evidence of his clear understand- 
ing of the spiritual contribution 


‘the nurse and pastor can make to 


the patient when harmonious re- 
lationship and codperation exist 
between them. The theme which 
runs throughout the book is that 
the nurse is in a strategic position 
to give care to the total needs of 
the patient. Even though the pa- 
tient’s pastor comes in for week- 
ly calls or the hospital chaplain 
looks in regularly, the nurse can 
still be a valuable assistant. 
Illness affects the whole man, 
not only his physical body; .and 
every nurse has sensed the need 
of her patients for more than just 
physical care. She is close to them 
when the foundations of their 
lives are being shaken. Because 
most patients have no one to talk 
to about their struggles, the 
thoughtful nurse feels that per- 
haps she can do something for 
them. But how? Mr. Westberg at- 
tempts to tell how and why. 
Listening is one of the most im- 
portant attentions a nurse can give | 
to the patient. An entire chapter 
is devoted to the art of construc- 
tive listening. The average nurse 
may comment here that she does 
not have time to listen, but the 
author points out that a great deal 
of listening can be done in five 
minutes. Meaningful and helpful 
conversations can be carried on 
while she is performing her regu- 
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THE HYPO. 
ALLERGENIC 
PROPERTIES 


AVAILABLE ExCLusivety THRU LY EBS suppuies, INC. 


5990 N. NORTHWEST HIGHWAY, CHICAGO 31, ILLINOIS 
| ; 1015 W. ROSED FT. WORTH, TEXAS 
*Recognized as the foremost compounder in the U.S.A. “ _ 
of Hypo-Allergenic Skin preparations. 


MACALASTER 
BICKNELL 
Parenteral Corporation 


TRODUCES 


39. MASSACHS 


MackicK SELF-SEALING 
POUR-O-VAC | 


Mocalaster Bicknell research presents a significant improvement in the 
Pour-O-Vac Technique . . . already America’s most widely used sterile 
fluid flasking method. 
@ NEW SELF-SEAL POUR-O-VAC CAP MAY BE USED WITH EXISTING 
POUR-O-VAC COLLARS AND FLASKS 
Self-sealing cap of pure nylon is virtually indestructible. It's easy to handle and specifically de- 
signed to conform to approved aseptic technique becouse there ore no hard-to-clean recesses. 
Placed on container before sterilization, it is held in ploce during sterilization and then ovto- 
maticolly seals by vacuum at end of cycle. 
@ PEAR SHAPE FLASK — PROVEN STRUCTURALLY STRONGER 
Pear-shaped Pyrex flask is strongest, sofest container for sterilizing fluids known to science. Gloss 


bottles ore really bubbles blown of liquid glass inside an iron mould. The more a mould distorts 


the natural shape of the bubble, the more inherent weak spots there will be in the bottle. The peor Seow Coons Vii 
shape is the natural shape . . . for strength, and for ease of handling. Shreveport, Lo., Syrocuse, N. Y., Washington, D. C. 
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lar nursing duties, he declares. 

Other chapters are devoted to 
the use of religious literature and 
to preparation for baptism and 
Holy Communion. There is a chap- 
ter on prayer, containing a number 
of prayers which may be used 
when the patient asks the nurse 
to pray with him or for him. There 
is also a list of books which pa- 
tients enjoy reading. 

Since the author is a Protestant 
minister, the book naturally dis- 
cusses the subject from a Protes- 
tant point of view, although efforts 
have been made to eliminate sec- 
tarianism. An appendix offering 
suggestions for ministering to Ro- 
man Catholic and Jewish patients 
is included.—Matcom T. Mac- 
EACHERN, M.D. 


Second collection on 
medical social service 


EXPANDING HORIZONS IN MEDICAL So- 
CIAL Work. Dora Goldstine, editor. 
Chicago, University of Chicago 
Press, 1955. 274 pp. $5. 


This is the second volume of 
readings in the field of medical so- 
cial work collected and edited by 
Dora Goldstine. Similar collec- 
tions have been done in other 
fields, such as medical record ad- 
ministration in 1948 and hospital 
dietary administration in 1952, 
both published by the AHA. 

In the first volume of the Gold- 
stine collection, Readings in the 
Theory and Practice of Medical 
Work, published in 1954, the editor 
explains the need for such selec- 
tions from the scattered work in 


professional publications. This first _ 


volume “focuses primarily on the 
use of medical social work in di- 
rect service to patients and their 
families, as this practice developed 
in hospitals and clinics.”’ The sec- 
ond volume, Expanding Horizons 
in Medical Social Work, contains 
articles of broader scope in a wider 
field—the contribution of medical 
social work to medical care, its 
early history in connection with 
hospital work, its development 
into community participation and 
the medical social] worker's part in 
professional medical education. 
“Emerging trends” in medical 
social work are pointed along the 
lines of preventive medicine and 


rehabilitation. Emphasis is also on 


the increasingly important task of 
bringing to light those instances 
in which defective legislation or 


political abuses hinder the efforts 
of the medical social worker. 

The 20 articles included in the 
volume were written over a period 
of more than 15 years, and many 
of the problems may have been 
solved or become not as urgent as 
at the time of writing. Selection 
of the articles has been aimed at 
making the volume instructive and 
enjoyable to students, teachers and 
laymen alike.—ELIsE HAMILTON, 
AHA Library staff. 


United Hospital Fund 


SATURDAY, SUNDAY AND EVERYDAY. 
Joseph Hirsh. New York, United 
Hospital Fund, 1954. 127 pp. $2.50. 


“The United Hospital Fund, as 
an institution, has but one pur- 
pose: to help New York’s volun- 
tary hospitals provide the best 
possible hospital care in the most 
efficient manner.” 

This statement, introducing 
Chapter IX, is the theme of Mr. 
Hirsh’s 75-year history of one of 
America’s great financial and serv- 
ice agencies in the voluntary hos- 
pital field. He traces the history 
of the Hospital Saturday and Sun- 
day Association (renamed the 
United Hospital Fund in 1916) 
through its early development, two 
wars, the depression and on to the 
present. It starts in 1874, when St. 
Luke’s Hospital issued an appeal 
for funds to the Episcopal churches 
in New York on the last Sunday 
of each year. It is narration, of 
course, of this organization’s prog- 
ress. 
Both a fund-raising agency and 
a service agency, the Fund can be 
proud of its past, with such ac- 
complishments as development of 
the Hospital Survey for New York, 
organization of the Hospital Coun- 
cil of Greater New York and es- 
tablishment of the Associated Hos- 
pital Service (Blue Cross) to its 
credit. 

Included in the appendices of 
the book are yearly campaign col- 
lections, past and present officers, 
certificate of incorporation, mem- 
ber hospitals, principal funds and 
a list of seminars and institutes 
conducted.—HELEN YAST. 


The comm 
a 


Comm™munttry HEALTH Action. Paul A. 
Miller and others. East Lansing, 
Michigan State College Press. 1953. 

. 192 pp. $3. 
“This is a book about an idea— 


that health is, in part, an enter- 
prise of the community.” 

This is the opening sentence of 
Chapter I. What happens when a 
community decides to provide it- 
self with a major health facility 
is the subject of this volume. The 
authors are social scientists; and 
using the methods of the social 
scientist, they have investigated 
the activities of representative 
communities. Community Health 
Action is a report of their research. 

There is no attempt to offer a 
prescription for successful com- 
munity action nor a philosophy 
about community life. However, | 
anyone who is involved in com- 
munity endeavor in the health 
field will find much useful infor- 
mation about methods, procedures 
and problem situations, as the au- 
thors contrast the activities of 
communities in various regions of 
the country. 

As with any sound scientific in- 
quiry, one value of this work is 
that the principles which are de- 
rived from the analysis are useful 
tools that can be applied to the 
problems of any social organiza- 
tion. Of particular interest are the 
discussions of problems relating to 
leadership, authority, influence, 
decision-making and organization. | 
—VERNE KALLEJIAN, PH.D. 


X-rays and the law 


THE ROENTGENOLOGIST IN Court. Sam- 
uel W. Donaldson, M. D., 2d. ed. 
Springfield, Illinois, Thomas, 1954. 
348 pp. $7.75. 


This work by a_ well-known 
radiologist is a useful reference 
book for attorneys and radiolo- 
gists who may have occasion to 
participate in litigation involving 
x-rays. The volume limits its ap- 
plication to roentgen rays, but 
these are sufficiently important to 
warrant a second look by the hos- 
pital administrator. It is a useful 
reference source for a hospital li- 
brary but is not likely to be con- 
sulted except in an emergency. 
Much of the material contained is 
strictly for attorneys and of lim- 
ited value even to radiologists. 

In his introduction, Dr. Donald- 
son preaches that radiology is the 
practice of medicine, but he limits 
the practice of medicine to inter- 
pretation of the film. The book 
quotes many of the early cases 
involving radiology, but it is 
doubtful that these are still auth- 
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oritative in view of the progress 
that has been made in the applica- 
tion of x-rays and in the develop- 
ment of the theory of law applic- 
able to x-rays. Not many cases 
are quoted that actually involve 
hospitals, but the chapter on priv- 
ileged communications is one well 
worth careful examination by 
every hospital administrator and 
medical record librarian, involv- 
ing as it does the matter of med- 
ical records in the hospital. 
There is a chapter devoted to 
the ownership of x-ray films, and 
three cases are cited to show that 
ownership is vested in the hospi- 
tal or in the roentgenologist. Dr. 
Donaldson’s treatment of this 
question covers the ground to the 
extent that courts have passed 
judgment on the matter, but it 
still leaves many questions unan- 
swered. The hospital administrator 
might also find the chapter on 
physicians and contracts worthy 
of careful perusal. Taken all in 
all, the book is a useful addition 
to the sparse literature on hospi- 
tal law and would be well worth 
its cost to round out the library 
of any progressive hospital.—c. 
U. LE&TouRNEAU, M.D., director, 
Program in Hospital Administra- 
tion, Northwestern University, 
Chicago. 
information, PLEASE! 
In the hospital without a well- 


organized administrative library 
and professional librarian, it is 


usually the administrator’s secre-. 


tary who is called upon to answer 
such questions as: 

@ What is the address of the 
American Academy of Pediatrics? 


@® Which spelling is preferable. 


—catalog or catalogue? 

@ Where was the American 
Hospital’ Association convention 
held in 1949? 

@® Is there a flight to Chicago 
leaving in the late afternoon? 

@ Which hospitals do the Sisters 
of Charity administer? 

@® Who are the neurologists in 
South Bend, Ind.? 

The following publications are 
suggested as basic reference books 
to answer the many, many ques- 
tions which daily bombard the 
administrator's secretary. It will 
be noted that in some cases several 
titles for a certain type of book 
are suggested, such as dictionaries 
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and secretarial handbooks. Per- 
sonal preference can determine 
the choice, should budget limita- 
tions preclude the purchase of 
more than one. 

These books are only tools; the 
user must never forget this im- 
portant point. One must study the 
contents of each carefully, noting 


the scope, arrangement and spe- 


cial features . which facilitate 
speedy reference use. This list only 
suggests those books which can 
supply the answers to questions 


most frequently asked. Their use- © 


fulness depends entirely on the 
imagination, resourcefulness and 
tenacity of the user. 


American Aviation Publications, Inc. 
Official Airline Guide. Chicago, 
published monthly. $13.50 a year, 
$1.50 single copy. 

American College of Hospital Ad- 
ministrators. Directory. Chicago, 
1948. 331 pp. (out of 


nt). 
College of Hospital Ad- 


ministrators. Roster oF MEMBER-— 


sHip. Chicago, The College, 1955. 
123 pp. Controlled distribution. 
American Hospital Association. Ad- 
ministrator’s Guide Issue, Part II 
of June HosprTats. Chicago, The 


Association, 1954. 432 pp. (out of. 


print; new edition August 1955). 

American Hospital Association. Hos- 
PITAL Records ADMINISTRATION. 
Chicago, The Association, 1949. 72 
pp. $1.50. 

American Hospital Association. InpDEx 
OF CURRENT HOSPITAL LITERATURE. 
(Semi-annual.) Chicago, The As- 
sociation. $3 a year: cumulative 
index, 1945-1949, $5; 1950-1954, 


American Hotel Association Direc- 
tory Corporation. 
Horet Rep Book AND DIRECTORY. 
New York, The Corporation, 1954. 
1112 pp. $5. 

American Medical Association. 
AMERICAN MEDICAL DIRECTORY. 
Chicago, The Association, 1950. 
2913 pp. $25. 

Bartlett, John. FAMILIAR QUOTATIONS. 
12th ed. New York, Macmillan, 
1949. 1831 pp. $8.50 

BLAKISTON’S New MEDICAL 
Dictionary. New York, Blakiston, 
1949. 1294 pp. $8.50. 

Bredow, M. HANDBOOK FOR THE MED- 
ICAL SECRETARY. New York, 
McGraw-Hill, 1954. 390 pp. $4.95. 


BULLINGER’S POSTAL AND SHIPPERS’ 


GUIDE FOR THE UNITED STATES AND 
CaNnaDA. New York, Bullinger’s 
Guide, Inc., 1953. 1088 pp. $9. 

Canadian Hospital Association. Ca- 
NADIAN HospiTat Drrectory. To- 
ronto, The Association, 1954. 198 
pp. $2.50. 

Catholic Hespital Association. Hos- 
pital Progress Directory Issue. St. 
Louis, The Association, 1955. 386 
pp. Controlled circulation. 

Drrectory OF MEDICAL SPECIALISTS. 
7th ed. Chicago; A. N. Marquis Co., 
1955. 2214 pp. $18.05. 

Dorland, AMERICAN ILLUSTRATED 
Mepicat Dictionary. Philadelphia, 
Saunders, 1951. 1736 pp. $11.50. 


THE OFFICIAL . 


FUNK AND WAGNALL’S Desk STANDARD 
DICTIONARY OF THE ENGLISH LAN- 
anagar New York, Funk, 1953. 918 

3.5 

FUNK AND Ss ‘New STANDARD 
DICTIONARY OF THE ENGLISH LAN- 
GUAGE. New York, Funk, 1952. 
2815 pp. $30. 

FUNK AND WAGNALL’s STANDARD HAND- 
BOOK OF SYNONYMS, ANTONYMS 
AND PREPOSITIONS. James C. Fer- 
nald. New York, Funk, 1947. 515 


pp. 

HOSPITAL PurRcHASING FILE. Chicago, 
Purchasing Files, Inc., 919 N. Mi- 
chigan Ave., 1955. Paged sec- 
tionally. Controlled circulation, $5 
to others. | 

Hutchinson, Lois I. STANDARD HaAND- 
BOOK FOR SECRETARIES. 6th ed. New 
York, McGraw, 1952. 616 pp. $4. 

INFORMATION PLEASE ALMANAC, 1954. 
Ed. by Dan Golenpaul. New York, 
Macmillan, 1953. 928 pp. $2.95. 

MacEachern, Malcolm T. HOspPITa. 
ORGANIZATION AND MANAGEMENT. 
2nd ed. (Out of print; new edi- 
tion in 1955 from Physicians’ Rec- 
ord Co., 161 W. Harrison, Chicago. ) 

National Railway Publication Com- 
pany. The Official Guide of the 
Railways. New York, published 
monthly. $28.50 a year, $3.50 
single copy. 

Ranp McNALLy and Company. 
ATLAS. Chicago, Rand McNally, 
1952. 288 pp. $8.95. 

Robert, Henry M. RULES OF ORDER. 
Rev. ed. Chicago, Scott, Foresman 
and Co., 1951. 326 pp. $2.10. 

Roget, Peter M. THESAURUS OF THE 
ENGLISH LANGUAGE IN DICTIONARY 
Form. New York, Garden City 
Books, 1951. 600 pp. $1.98. 

Stedman, Thomas Lathrop. MEDICAL 
DICTIONARY. 18th rev. ed. Balti- 
more, Williams and Wilkins, 1953. 
1561 pp. $11.50. 

Stevenson, Burton E. Home Book or 
QUOTATIONS. 7th ed. New York, 
Dodd, 1952. 2812 pp. $18.50. 

Taintor, Sarah A. and Monro, K. M. 
SECRETARY'S HANDBOOK. 7th ed. 
New York, Macmillan, 1949. 573 
pp. $3.50. 

Turner Bernice C. PRIVATE SECRE- 
TARY’s MANUAL. New York, Pren- 
tice-Hall, 1940. 641 pp. $4.65. 

UnrtTep STATES GOVERNMENT ORGANI- 
ZATION MANUAL, 1954-55. Washing- 
ton, D. C. Government Printing 
Office, 1954. 742 pp. $1. 

STATES OFFICIAL POSTAL 
Guipe. Pt.1-Domestic, Pt.2-Inter- 
national. Washington, D. C., Gov- 
ernment Printing Oe, published 
periodically. 

Wanous, Samuel J. and Erickson, L. 
W. SecreTary’s Book. Rev. ed. 
“eg York, Ronald, 1952. 597 pp. 

25. 


Webster, Noah. New Dic- 
TIONARY. 2nd ed. Springfield, Mass., 
G. and C. Merriam Co., 1951. 1214 
pp. $5-12.50 (depending on paper 
and binding). 

Webster, Noah: New INTERNATIONAL 
DICTIONARY OF THE ENGLISH LAN- 
cuace. Springfield, Mass., G. and 
C. Merriam Co., 1950. 3214 pp. 
$35-49.50 (depending on paper 


and binding). 

Woritp ALMANAC AND Book or Facts 
ror 1955. Harry Hansen. New 
York, World Telegram and the 
Sun, 125 Barclay St.. New York 
15. 896 pp. $1. Bound copy $1.85. 
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HILL-ROM COMPANY, INC. BATESVILLE, 


(No. 75-62 PRIVATE ROOM. GROUPING) 


New - Hill-Rom series 7500 hospital furniture 


designed by Raymond Loewy—color styled by Howard Ketcham 


and featuring the Hill-Rom motor-driven Hilow Bed — listed by 
Underwriters’ Laboratories, Inc., for use with Oxygen 


@ In this No. 7500 series the beauty of Korina wood has been combined 
with the Loewy designed, Ketcham color styled steel framework to achieve 
a practical and decorative effect. The finish is No. 47 Pink Korina. This 
beautiful grouping brings one of Raymond Loewy’'s masterpiece designs 
within the price range of ordinary hospital furniture. Note that the bed 
shown is the motor-driven Hilow Bed, recently listed by. Underwriters’ 
Laboratories, Inc., for use with oxygen administering equipment of the 
nasal, mask type and half-bed length oxygen tents. 

Other equipment in the above room scene includes: No. 7503 Bedside 
Cabinet, No. 75-614 Overbed Table, No. 75-26 Chest Desk, No. 75-08 
Arm Chair, No. 75-07 Straight Chair, and No. 305 Lamp. The No. 75-61 
Manual Hilow Bed and No. 7501 Standard Height Hospital Bed are also 
available with this grouping. 

Write or wire for further information. 
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Long guards often cause accidents _ THE NEW 


No. 42 Recovery Bed 
Emergency Bed 
Labor Bed 
Eye Bed 


@ Equipped with Hill-Rom’s 

No. 25 Trendelenburg Spring 
@ Telescoping Aluminum Sides 
@ Conductive Rubber Casters 
@ Six 1.V. Rod Receptacles 


Removable End Panels 
@ Fittings for Knee Crutches 


fo any type of wood or 
metal bed, including the 
adjustable high-low beds. 


7 @ The purpose of any sideguard, of course, is to prevent the patient 
7 from falling out of bed. The fact is, however, that the long side 
guards that have been commonly used may—and often do—serve 
. to make a fall more serious, rather than to prevent it. If the patient 
. insists on getting out of bed, and has the physical strength to do so, 
the Jong guard will not prevent him. It is the consensus of hospital 


| @ ideal as an Eye Bed 


people who have seen and used the Hill-Rom Safety Side that it will 7 ? 
; take care of 98% of all cases requiring side guards. The compara- OTHER FEATURES: 
7 : tively few cases that may require a full length sideguard can be @ Wrap-around Bumpers | 
taken care of by affixing another pair of Safety Sides to the foot © Shelf for Utensils 
end of the bed. | @ Used with Fracture Frames 
Safety Step —Another great Hill-Rom contribution to safety wih Sep 
from bed fall accidents. Full weight of patient rests on floor, not : 3 
3 on bed roil. Easily applied to all types of hospital beds. Complete For further information and free, 


information on both of these safety items will be sent on request. full-color literature, write . . 


HILL-ROM COMPANY, INC., BATESVILLE, INDIANA 
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@ CoL. BERNARD AABEL is the new. 


chief of the Army Medical Service 
Corps. Colonel Aabel succeeds 
ROBERT LEE BLACK, who is 
now administrator of the Memorial 
Medical Center, Williamson, W. Va. 
Colonel Aabel received a bache- 
lor’s degree in pharmacy from the 
University of Minnesota and has 
held various positions in the phar- 
maceutical industry before enter- 
ing upon active duty in the Army 
in April 1941. 


@ JESSE BARTLETT, administrative 
resident at Methodist Hospital, 
Memphis, has been appointed ad- 
ministrator of Ivy Memorial Hos- 
pital, West Point, Miss. He suc- 
ceeds HarRRY C. CUTLER, who is 
now administrator of Montfort 
Jones Memorial Hospital, Kes- 
ciusko, Miss. 

Mr. Bartlett is a graduate of the 
Northwestern University course in 
hospital administration. 


e E. E. Bretz, principal of the 
Upper Columbia Academy, Span- 
gle, Wash., has been appointed ad- 
ministrator of the Portland (Ore.) 
Sanitarium and Hospital. He suc- 
ceeds RALPH W. NELSON, who re- 
cently resigned. 


GeEorGE W. Brooks, executive 
director of Rest Haven, Chicago, 


has been named assistant director of — 


Beth Israel Hos- 
pital, Boston. 

Prior to his 
Rest Haven 
post, Mr. Brooks 
served as asso- 
ciate executive 
secretary of the 
Council of So- 
cial Agencies 
in Chicago. He 
spent eight 

years as a re- MR. BROOKS 
search biochemist at Mt. Sinai 
Hospital, New York City. — 

A graduate of the Yale Univer- 
sity program in hospital adminis- 
tration, Mr. Brooks completed his 
administrative residency at New 
England Center Hospital, Boston. 


NORMAN BROUGH, executive 
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director of Holston Valley Com- 
munity Hospital, Kingsport, Tenn.., 
retired on May 31. He plans to be- 
come a hospital consultant. WIL- 
LIAM A. PHILLIPS, assistant direc- 
tor of the hospital will succeed Mr. 
Brough. 


A member of the American 
Hospital Association, Mr. Brough 
formerly served as comptroller of 
the New York Post-Graduate Hos- 
pital. He has also been associated 
with the East Orange (N. J.) Gen- 
eral Hospital and the Norwalk 


... fund-raising 
counsel to hospitals 
... exclusively! 


Hospital fund-raising is different. Entrust it 


to those who know what to do, when to do it and 


— above all — how to do it. 


The clients we have served have no doubt as 


to the value of professional counsel in fund- 


raising. That’s one reason why we are asked to 


take on campaigns for new construction for, or 


modernization of, hospitals that we built many 


years ago. 


Charles A. Haney 
& Associates 


259 WALNUT ST... NEWTONVILLE 60, MASS. 


Specialists 

in Successful 

Hospital Fund-Raising 
for more than 30 years 


WRITE, "PHONE WIRE US FOR 
CONSULTATION ON YOUR PROBLEM 
WITHOUT OBLIGATION, OF COURSE 
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(Conn.) Hospital. 


@ Georce H. Buck, director of 
University Hospital of the Uni- 
versity of Maryland, Baltimore, 
has been appointed administrator 
of Nassau Hospital, Mineola, N. Y. 
He succeeds CARL I. FLATH. | 

Mr. Buck is currently serving as 
chairman of the American Hospital 
Association’s Joint Committee on 
Operating Room Explosion Stand- 
ards. 

Former superintendent of Mer- 
cer Hospital, Trenton, N. J., Mr. 
Buck has also served as assistant 


superintendent of Lenox Hill Hos- 
pital, New York City, and Long 
Island College Hospital, Brooklyn. 
He is a member of the American 
College of Hospital Administra- 
tors and the New Jersey Hospital 
Association. 


@ DONALD C. CARNER, administra- 
tor of Parkview Memorial Hospi- 
tal, Fort Wayne, Ind. since its 
opening in 1953, has been named 
administrator of the Seaside Me- 
morial Hospital, Long Beach, Calif., 
effective June 1. Mr. Carner suc- 
ceeds IRMELA M. WITKE, who re- 


Tongue 
Depressors 


Save valuable time and labor in the 
distribution of small quantities of 
wooden tongue depressors by using 
the new Weck packaging—individu- 
ally wrapped in paper ready for 
sterilizing. This eliminates re-pack- 
aging from your bulk packages. 
51-820 Tongue Depressors (6” x %4”) 
packed 500 in box — minimum order 
10 boxes (5000 depressors) inacase 19.00 


Weck Specialties 


FOR CENTRAL SUPPLY SERVICE 


Blood-pressure 


Washable Cuffs 


Something new! — made of finely 
woven balloon cloth. They’re snowy 
white — and will stay that way for 
they can be washed and washed and 
washed. Can be sterilized, too! 


42-310 Washable Blood-pressure Cuff 
each $2.00 


Cotton - tipped 
Applicators 


The handy new Weck packaging - 
two applicators in a glassine enve- 
lope ready for sterilizing — means 
prompt and efficient service at all 
times (especially in distributing 
small quantities). 


51-784 Cotton-tipped Applicators (6” long) 


Packed 500 envelopes of 2 Applicators (1000 
Applicators) in a box 


WECK 
Cleaner 


— the only surgical 
instrument cleaner 
made by a surgical 
instrument manufac- 
turer. Removes clot- 
ted blood — cleans 
effectively even in 
the hardest water — 
foam-proof — dissolves 
rapidly—wets, penetrates, 
dislodges and emulsifies all 
soils rapidly. 
56-580 Weck Cleaner—prices per 
~ § Ib. can with measuring spoon: 


1 can—$5.30 3 cans—$5.00 each — 
6cans—$4.80 each 12 cans—$4.60 each 


Your orders will receive prompt attention. Let us add your name to our list 
to receive regular mailings of Weck Specialties for Central Supply Service. 


65 years of knowing how 
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EDWARD WECK a co.. mc. 


13S JOHNSON ST... BROOKLYN 1. N.Y. 


cently retired after 16 years of 
service. STANLEY R. NELSON, as- 
sistant administrator of the Fort 


MR. CARNER MR. NELSON 


Wayne hospital, succeeds Mr. Car- 
ner. 

A graduate of the Northwestern 
University course in hospital ad- 
ministration, Mr. Carner formerly 
served as assistant administrator 
of Northwestern .Hospital, Min- 
neapolis. He is a fellow in the 
American College of Hospital Ad- 
ministrators and a member of the 
American Hospital Association. 

An AHA member, Mr. Nelson 


formerly served as assistant ad- 


ministrator of Butterworth Hos- 
pital, Grand Rapids, Mich. He 
received his master’s degree in 
hospital administration from the 
University of Minnesota. He is a 
nominee in the American College 
of Hospital Administrators. 


MasBeEL DAVIES, R.N., adminis- 


trator of the Beekman-Downtown 
Hospital, New York City, for the 
past 30 years, 
retired last 
month, after re- 
ceiving numer- 
ous honors and 
applause from 
public officials 
for her out- 
standing serv- 
ices aS a nurse 
and hospital ad- 
MISS DAVIES 
deputy administrator of the hos- 
pital for the past two years, will 
succeed Miss Davies. 

A graduate of the Presbyterian 


' Hospital School of Nursing, Miss 


Davies served as charge nurse at 
several hospitals in France dur- 
ing World War I. At the end of 
the war.she received the British 
War and Victory Medals, La Me- 
daille des Epidemies and the Am- 
erican Red Cross Medal. 

She holds membership in the 
American College of Hospital Ad- 
ministrators and the American 
Hospital Association. She is a trus- 
tee and former chairman of var- 
ious committees of the Hospital 
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Association of New York State 
as well as a former member of the 
board of governors of the Greater 
New York Hospital Association. 


Former hospital consultant to 
the U. S. Public Health Service, 
Mr. Peters has served as assistant 
director of Episcopal Hospital, 
Philadelphia, and administrative 


assistant at the U. S. Public Health - 


Service Hospital, Detroit. 

A member of the American Col- 
lege of Hospital Administrators, 
Mr. Peters received his master’s 
degree in hospital administration 
from Columbia University. He is 
a fellow of the American Public 
Health Association and a member 


of the American Hospital Asso-. 


ciation. 


e Louis Day, administrator of the 
Mary Hurley Hospital, Coalgate, 
Okla., has been named adminis- 
trator of the Pushmataha County 
Memorial Hospital, Antlers, Okla. 


@ JOSEPH J. DONEY JR., a member 
of the administrative staff plan- 
ning the ten hospitals in the coal 
mining areas of Kentucky, West 
Virginia and Virginia, has been 
appointed administrator of the 
Whitesburg (Ky.) Memorial Hos- 
pital. 

A graduate of the University of 
- Toronto course in hospital admin- 
istration, Mr. Doney completed an 
administrative residency and as- 
sistant administratorship at Jack- 
son Memorial Hospital, Miami, Fla. 
He is a nominee in the American 
College of Hospital Administrators 
and a member of the American 
Hospital Association. 


e@ AL DONNELL, administrative res- 

ident at Wesley Hospital, Okla- 
homa City, has been named ad- 
ministrator of the McAlester 
(Okla.) General Hospital. He suc- 
ceeds VERNON WALKER, who re- 
cently resigned to accept a position 
with the Oklahoma Baptist Uni- 
versity. 

Mr. Donnell receives his mas- 
ter’s degree in hospital ad- 
ministration from Northwestern 
University this month. 


@ Dr. WILLIAM W. FELLOWS, man- 
ager of the Veterans Administra- 
tion Research Hospital, Chicago, 
has been appointed assistant chief 
medical director for planning in 
the Washington headquarters. He 
succeeds Dr. KELSO A. CARROLL, 
who is now manager of the Vet- 
erans Administration Hospital, 
Pines, Fla. 


ANDREW M. GovuLpD has been 
named administrator of the Man 
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(W. Va.) Memoria: Hospital. 

Mr. Gould formerly served as 
administrator of the Camden- 
Clark Memorial Hospital, Parkers- 
burg, W. Va., and the Weirton (W. 
Va.) ‘General Hospital. He is a 
nominee in the American College 
of Hospital Administrators. 


e@ ALLEN M. HICKS, administrative 
resident at St. Luke’s Hospital, 
Davenport, Iowa, has been ap- 
pointed administrator of Schmitt 
Memorial Hospital, Beardstown, II]. 

A graduate of the State Uni- 
versity of Iowa’s course in hos- 
pital administration, Mr. Hicks 


holds membership in the Amer- 
ican Hospital Association. 


@ NAOMI JAGGERS has resigned as 
administrator of the Stillwell 
(Okla.) Municipal Hospital. No 
successor has been named. 


RiIcHarRD L. JOHNSON, assistant 
superintendent of the University 
of Chicago Clinics, has been ap- 
pointed superintendent of Univer- 
sity Hospitals, Columbia, Mo. 
Clinical facilities for 591 beds are 
now under construction and are 
expected to be open for operation 
next summer. Mr. Johnson will 
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also serve as associate professor of 
hospital administration at the 
University of 
Missouri. He is 
currently serv- 
ing as assistant 
professor and 
associate direc- 
tor of the Uni- 
versity of Chi- 
cago program in 
hospital admin- 
istration. 
A graduate of — 
the University of MR. JOTENSON 
Chicago course in hospital admin- 
istration, Mr. Johnson served his 


administrative residency -at Nor- 
wegian-American Hospital, Chi- 
cago. He joined the staff of the 
University of Chicago Clinics in 
July 1951 as an administrative 
assistant. 

Mr. Johnson holds membership 
in the American College of Hos- 


pital Administrators and _ the 


American Hospital Association. 


@ LOKEY JOHNSON, an associate of 
the Oklahoma Blue Shield Plan, 
has been named administrator of 
the Beaver (Okla.) County Me- 


morial Hospital, effective July 1.. 


He succeeds WESLEY BURCH, who 
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recently resigned to enter the 
Washington University course in 
hospital administration. 


@ FRANK E. KIMBLE, former ad- 
ministrator of the Hardy Wilson 
Memorial Hospital, Hazlehurst, 
Miss., has been appointed super- 
intendent of the Denver and Rio 
Grande Western Hospital, Salida, 
Colo. 


@ STANLEY F. MASSON, assistant 
administrator of the Guthric Clin- 
ic and Robert Packer Hospital, 
Sayre, Pa., recently resigned to 
become assistant director of the 
Touro Infirmary, New Orleans. 
RAYMOND E. CLARK, R.N., adminis- 
trative assistant at the Sayre hos- 
pital, will succeed Mr. Masson. 

Mr. Masson is a member of the 
American College of Hospital Ad- 
ministrators, the American Hos- 
pital Association and the Hospital 
Associations of Pennsylvania and 
Northeast Pennsylvania. 

A graduate of the Northwest- 
ern University program in hos- 


pital administration, Mr. Clark © 


served his administrative residen- 
cy at the Robert Packer Hospital, 
Sayre, Pa. He is a member of the 
American Hospital Association. 


@ Dr. Kart A. MEYER, medical 
superintendent of Cook County 
Hospital, Chicago, is one of the 
nine Americans who will receive 
honorary degrees at the com- 
mencement ceremonies climaxing 
the 90th anniversary celebration 
of Lincoln (Ill.) College. Each de- 
gree will represent one decade of 
the school’s life and will reflect 


one facet of the character of its . 


namesake—Abraham Lincoln. Doc- 
tor Meyer will receive the honor- 
ary degree reflecting Lincoln’s 
achievement in science. 


Ropert C. Moenn, R.N., admin- 
istrative resident at the Milwau- 
kee ( Wis.) County Institutions and 
Departments, has been appointed 
administrative assistant at the Mil- 
waukee County Asylum. 

Mr. Moehn holds a bachelor of 


science degree in nursing from _ 


St. Louis University and a master 
of science degree in hospital ad- 
ministration from Northwestern 


University. He formerly served as — 


chief of physical therapy at the 
Veterans Administration Hospital, 
Downey, IIl. 


e Joun L. Morrow, former ad- 
ministrative resident at the Syra- 
cuse (N. Y.) Memorial Hospital, 
has been appointed assistant ad- 
ministrator of the Wichita-St. 
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Joseph Hospital, Wichita, Kans. 
Mr. Morrow is a recipient of a 
‘master’s degree in hospital admin- 


istration from the University of | 


Minnesota. 


@ CARL Morrison has been ap- 
pointed administrator of the new 
Umatilla (Ore.) District Hospi- 
tal No. 1. 


@ MIDDLETON T. MUSTIAN, assis- 
tant administrator of the Missis- 
sippi Baptist Hospital, Jackson, 
recently resigned to become ad- 
ministrator of Daily Memorial 
Hospital, Panama City, Fla. 


@ TOM NEWLAND, administrator of 
‘the Athens (Ga.) General Hospi- 


MR. THRASHER 


tal, recently resigned to become 
administrator of the Fort Sanders 
Presbyterian Hospital, Knoxville, 
Tenn., effective June 1, 

WILLIAM H. THRASHER will suc- 
ceed Mr. Newland as administra- 
tor of the Athens hospital. A mem- 
ber of the American Hospital 
Association, Mr. Thrasher will re- 
ceive his master’s degree in hos- 
pital administration from the 
University of Minnesota this year. 


MR. NEWLAND 


@ Harry R. Poot, manager of the 
Veterans Administration Hospital, 
Fargo, N. Dak., has been appointed 
manager of the ... 
Veterans Ad- 
ministration 
Hospital, Hines, 
Ill. He succeeds 
Dr. PETER A. 
VOLPE, who is 
now adminis- 
trator of the 
Ohio State Uni- 
versity Health 
Center and su- 7 
perintendent of. MR. POOL 
the University’s hospital in Co- 
lumbus. 

Mr. Pool has served as assistant 
manager of the Veterans Admin- 
istration Center in Minneapolis 
and manager of the veterans hos- 
pital at Wilkes-Barre, Pa. During 
his 34 years of service with the 
Veterans Administration, Mr. Pool 
has also served as an attorney for 
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the VA in Des Moines, Washington, 
D. C., and Hines, Il. 


Deaths 


@ JAMES C. LEARY, press repre- 
sentative for the Chicago Medical 
Society, died April 16 during the 
society’s meeting on the Salk vac- 
cine. On any occasion he worked 
with members of the Chicago Hos- 
pital Council on matters of joint 
concern to hospital and medicine. 
He helped draft the present hos- 
pital-press code: . 

@ Dr. EUGENE NOBLES SR., pioneer 
in cancer patient work, died April 


16 in Rosedale, - Miss. 

A former president of the Mis- 

sissippi Hospital Association, Doc- 
tor Nobles is credited with the 
current plan for providing hospital 
care to Mississippi's indigent can- 
cer cases. He was also active in 
the activities of the Mississippi 
State Medical Association and a 
former chairman of the group’s 
committee on legislation. 
@ Dr. ALBERT W. SEIDEL, admin- 
istrator of Walther Memorial Hos- 
pital, Chicago, died April 6 at his 
home in Park Ridge, three hours 
after the death of his son, Julius, 
in San Francisco. 
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NEWS 


Report Nation’s Civil Defense Effort Inadequate 


COURT REAFFIRMS IMMUNITY CLAUSE 


The Nebraska Supreme Court has reaffirmed the immunity of the state’s 
charitable institutions from tort liability, reversing a general trend away 


Unanimous approval has been 
given by the Senate Armed Serv- 
ices Committee to have interim re- 
ports by its subcommittee on civil 
defense. Sen. Estes Kefauver, (D., 
Tenn.), chairman of the subcom- 
mittee, said on May 19 that the 
nation’s civil defense effort is 
“presently inadequate to deal with 
an H-bomb attack on this coun- 
try.” 

It was the consensus of the sub- 
committee that with the growing 
ability of the Soviet to deliver 
thermonuclear attacks on this 
country, that “only a greatly in- 
tensified national effort on all lev- 
els of government—federal, state 
and local—and on the part of the 
general public will enable the na- 
tion to possess a civil defense 
equal to the test of total war.”’ 

Key findings of the Senate sub- 
committee report were that: 

1. The nation is medically un- 
prepared to meet an atomic attack. 

2. The federal government’s re- 
sponsibility for civil defense plan- 
ning must be drastically increased. 

3. President Eisenhower assume 
personal responsibility for provid- 
ing civil defense leadership. 

The immediate steps that must 
be taken to insure survival are the 
proper planning for evacuation, 
shelter, food and medical care. 

>» The subcommittee recommend- 
ed that the federal government as- 


sume immediate financial respon- | 


sibility for completing evacuation 
plans in U. S. target areas. 


> The report indicated that the 


problem of radioactive fallout was 
considered by the subcommittee as 
necessitating an adequate shelter 
program. The committee believes 
that research must be undertaken 
to determine the effect of radia- 
tion on all living things as well as 
on various types of food and drink- 
ing water. 

>» The subcommittee recommend- 
ed that the Department of Agricul- 
ture take on the responsibility of 
the mass feeding of evacuees. The 
subcommittee doubted whether 
the states generally are capable of 
such planning since the question 
involves not only the matter of 
feeding populations in a state, but 
of caring for refugees flowing 
across state lines. 


from such special immunity. 


In cases involving two hospitals and one church, the Court was asked 
to reverse a long-standing liability exemption of Nebraska’s nonprofit 


charitable corporations so far as 
inmates, participants and recipients 
of charity are concerned. Appel- 
lants cited contrary decisions ren- 
dered under similar circumstances 
in other jurisdictions. 

In an opinion filed April 29, the 
Court refused to remove the im- 
munity, stating its disagreement 
with some reasons cited in other 
states where the immunity has 
been stricken. The Court declared 
that charitable organizations in 
Nebraska ‘still have plenty of 
hardships and burdens in connec- 
tion with their efforts to carry out 


>» The subcommittee stated that 
“the planning and possibly the 
direction, during the post-attack 
period, of the medical care prob- 
lem for the hundreds of thousands 
of city evacuees is obviously be- 
yond the capacity of the individual 
states acting alone to meet.” It was 
recommended “that the appropri- 
ate federal agency be delegated 
the civil defense planning respon- 
sibility for mass medical care and 
organizing the medical resources 
of the nation.” 

The subcommittee found that 
the following policy areas were of 
great importance and might re- 
quire additional civil defense leg- 
islation: 

1. Financial responsibility in 
case of attack. | 

2. Need for policy on sharing 
of resources. 

3. Need for a revised dispersal 
policy. 

The urgency of the Senate com- 
mittee’s concern was clearly in- 
dicated by the statements that “it 


will be on the adequacy of the — 


civil defense effort to meet the 
test, therefore, that the literal 
question of national survival in 
large part will depend,” and that 
“the task of civil defense calls for 
a calm appraisal of our problem 
and the resolution that it will be 
met without delay.”’ 


the charitable purposes for which 
they are organized.” 

Some of the opinions removing 
the immunity suggest, the Court 
said, “that private charity has been 
displaced, to a large degree, by the 
government, both state and federal 
.. . We are not willing to say the 
time has come when it has reached 
the stage where charitable institu- 
tions, organized for such purposes, 
are no longer needed. We do not 
think such (government) institu- 
tions are intended to completely 
take the place of charitable hos- 
pitals.”’ 

The Court cited its conviction 
that the continued operation and 
maintenance of these organizations 
must be fostered for the benefit of 
the public. “Our reexamination of | 
the question (of whether or not 
tort immunity should be aban- 
donded) convinces us that our 
present rule is both correct and 
logical,’”’ the Court held, “and we 
therefore refuse to disturb it.” 

In restating Nebraska’s position, 
the Court affirmed that: 

@ The immunity of charitable 
institutions in Nebraska has so in- 
herently become a part of the law 
affecting these institutions that 
changes should come from the leg- 
islature. 

@ The fact that patients who 
are able to pay are required to 
do so does not deprive a corpor- 
ation of its eleemosynary char- 
acter, nor does it permit a re- 
covery for damages on account of 
the existence of contract relations. 

e The fact that a charitable 
institution carries liability insur- 
ance does not create liability nor 
has it relevancy to the question 
of negligence. 

A lengthy text accompanying 
the April 29 decision in the case 
of Muller v. The Nebraska Meth- 
odist Hospital was cited as prece- 
dent for rulings later that day in 
the cases of Cheatham v. Bishop. 
Clarkson Memorial Hospital and 
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Parks v. Holy Angels Church, Inc. 

In the Nebraska Methodist case 
(the controlling case), the suit 
claimed that appellant, Gertrude 
Muller, was injured because the 
hospital negligently furnished an 
unsafe operating table for her use. 

While acknowledging the fun- 
damental right of any resident to 
seek remedy by due course of law 
for any injury, the Nebraska Court 
cited a 42-year liability exemption 
for charitable organizations. ““Oth- 
er states have adopted a similar 
exception,” it noted, “ranging 
from complete immunity to vary- 
ing degrees thereof.” 

The Court pointed to five prin- 
ciples on which these decisions 
seem to rest: 

1. The trust fund theery. Funds 
and property held in trust cannot 
be diverted to purposes other than 
those designated in the trust. To 
do so would be to frustrate the 
charitable purposes of the creators 
or founders. 3 

2. The public policy theory. The 
rationale is that to allow recovery 
would be against public policy. 
Common welfare requires that 
nonprofit corporations be encour- 


aged in every way and held ex- - 


empt from liability for tort action. 

3. Acknowledgment that these 
institutions. do not. derive benefit 
from what their servants do, in the 
sense of that personal and private 
gain which is the real reason for 
the rule. 

4. The implied waiver. General 
immunity from suit is implied by 
acceptance of benefits, on the 
ground that the person who ac- 
cepts the benefit of a private or 
public charity enters into a rela- 
tionship which exempts his bene- 
factor from liability for the negli- 
gence of his servants in adminis- 
tering the charity, if the benefac- 
tor has used due care in selecting 
these servants. 

5. Immunity on the honk that 
these organizations are performing 
a public function and aid in the 
performance of a public or quasi- 
public duty. 


Marshall Shaffer, PHS Architect 
Dies Suddenly in Wheaton, Md. 


Marshall Shaffer, chief of the 
Technical Services Branch, Divi- 
sion of Hospital Facilities, died 
suddenly on May 25. 

The 56-year-old chief architect 
of the Public Health Service was 
responsible for organizing and de- 
veloping the PHS technical con- 
sultation service. For this and 
other outstanding contribu- 
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Carnations for the Nurees_ 


* 
- 


NATIONAL HOSPITAL WEEK observance in Minnesota's twin cities featured the pres- 
entation of red carnations to each of the cities’ 5,000 nurses, aides, student and practical 
nurses on National Hospital Day, May 12. Carl Ave Lallemant, administrator of St. John's 
Lutheran Hospital, St. Paul, pins the first flower on Marianne Sharp, R.N., surgical super- 
visor at St. John's Hospital, during the Upper Midwest Hospital Conference. Sponsored 
by the Association of Twin City Hospitals, this project included a presentation of this 


greeting to each patient in the cities’ hospitals: 


"The flower your nurse and her assistants 


are wearing commemorates the birthday of Florence Nightingale. Almost alone, Florence 
Nightingale led the world towards modern standards of hospital care. In pa her 


honor, we honor all the women in white who nurse the sick.’ The card enclosed with the 
to each nurse said “To you—who so often tend to other people's posies—a flower, on the 
anniversary of Florence Nightingale's birth''—courtesy of the 


ower 


e Minnesota Florists Association. 


tions to the architectural profes- 
sion, he was awarded the Amer- 
ican Institute of Architects Ed- 
ward C. Kemper Award in 1951. 

Mr. Shaffer served as a mem- 
ber of the Committee on Hospital 
Facilities of the AHA Council on 
Hospital Planning and Plant Oper- 
ation from 1945-50. 


Four Educational Programs 
Scheduled for South America 


The American Hospital Associ- 
ation in cooperation with several 
American and Latin American 
groups will conduct four educa- 
tional programs in South America 
during June and July. 

The first of these conferences, 
the National Hospital Congress of 
the Brazilian Hospital Association, 
will be held in Rio de Janeiro, 
Brazil, June 26-July 2. 

Delegates from all the Latin 
American countries will exchange 
ideas on hospital operations at the 
Inter American Hospital Seminar 
to be held in Sao Paulo, Brazil, 
July 3-5. This three-day program 


_is sponsored by the American Hos- 


pital Association, the Inter Amer- 
ican Hospital Association, State of 
Sao Paulo Hospital Association and 
the Brazilian Hospital Association. 

Lima, Peru will be the scene of 
the National Hospital Conference, 
July 8-9. Sponsored by the Amer- 
ican and Inter American Hospital 


Associations, this meeting will fea- 
ture discussions on the quality of 
patient care, educational responsi- 
bilities of the hospital, research 
in hospitals and the role of the 
hospital in public health. 

A 16-member faculty of Latin, 
North and South American leaders 
in the health field will conduct the 
Inter American Seminar on Hos- 
pital Administration in Bogota, 
Colombia, July 11-16. The confer- 
ence is sponsored jointly by the 
American Hospital Association, the 
Foreign Operations Administra- 
tion and the Medical Federation of 
Colombia, in collaboration with 
several Colombian institutions. 

Faculty members include Dr. 
Edwin L. Crosby, director, Amer- 
ican Hospital Association; Dr. 
Robin C. Buerki, director, Henry 
Ford Hospital, Detroit; ‘Ray E. 
Brown, superintendent, University 
of Chicago Clinics and president- 
elect, American Hospital Associ- 
ation; Dean Conley, executive 
director, American College of Hos- 
pital Administrators; Kenneth Wil- 
liamson, director, AHA Washing- 
ton Service Bureau; Ruth Sleeper, 
R.N., past president, National 
League for Nursing and director 


of nursing service, Massachusetts - 


General Hospital, Boston; and Dr. 

Jose Gonzalez, director, Latin 

American Hospital Program. 
Other faculty members are: Dr. 
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NEWS 


Report Nation’s Civil Defense Effort Inadequate 


COURT REAFFIRMS IMMUNITY CLAUSE 


The Nebraska Supreme Court has reaffirmed the immunity of the state’s 
charitable institutions from tort liability, reversing a general trend away 


Unanimous approval has been 
given by the Senate Armed Serv- 


ices Committee to have interim re-. 


ports by its subcommittee on civil 
defense. Sen. Estes Kefauver, (D., 
Tenn.), chairman of the subcom- 
mittee, said on May 19 that the 
nation’s civil defense effort is 
“presently inadequate to deal with 
an H-bomb attack on this coun- 
we" 

It was the consensus of the sub- 
committee that with the growing 
ability of the Soviet to deliver 
thermonuclear attacks on this 
country, that “only a greatly in- 
tensified national effort on all lev- 
els of government—federal, state 
and local—and on the part of the 
general public will enable the na- 
tion to possess a civil defense 
equal to the test of total war.”’ 

Key findings of the Senate sub- 
committee report were that: 

1. The nation is medically un- 
prepared to meet an atomic attack. 

2. The federal government’s re- 
sponsibility for civil defense plan- 
ning must be drastically increased. 

3. President Eisenhower assume 
personal responsibility for provid- 
ing civil defense leadership. 

The immediate steps that must 
be taken to insure survival are the 


proper planning for evacuation, _ 


shelter, food and medical care. 

>» The subcommittee recommend- 
ed that the federal government as- 
sume immediate financial respon- 
sibility for completing evacuation 
plans in U. S. target areas. 

> The report indicated that the 
problem of radioactive fallout was 
considered by the subcommittee as 
necessitating an adequate shelter 
program. The committee believes 
that research must be undertaken 
to determine the effect of radia- 
tion on all living things as well as 
on various types of food and drink- 
ing water. 

>» The subcommittee recommend- 
ed that the Department of Agricul- 
ture take on the responsibility of 
the mass feeding of evacuees. The 
subcommittee doubted whether 
the states generally are capable of 
such planning since the question 
involves not only the matter of 
feeding populations in a state, but 
of caring for refugees flowing 
across state lines. 


from such special immunity. 


In cases involving two hospitals and one church, the Court was asked 
to reverse a long-standing liability exemption of Nebraska’s nonprofit 


charitable corporations so far as 
inmates, participants and recipients 
of charity are concerned. Appel- 
lants cited contrary decisions ren- 
dered under similar circumstances 
in other jurisdictions. 

In an opinion filed April 29, the 
Court refused to remove the im- 
munity, stating its disagreement 
with some reasons cited in other 
states where the immunity has 
been stricken. The Court declared 
that charitable organizations in 
Nebraska “still have plenty of 
hardships and burdens in connec- 
tion with their efforts to carry out 


» The subcommittee stated that 


‘ “the planning and possibly the 


direction, during the post-attack 
period, of the medical care prob- 


. Jem for the hundreds of thousands 


of city evacuees is obviously be- 
yond the capacity of the individual 
states acting alone to meet.” It was 
recommended “that the appropri- 
ate federal agency be delegated 
the civil defense planning respon- 
sibility for mass medical care and 
organizing the medical resources 
of the nation.” | 

The subcommittee found that 
the following policy areas were of 
great importance and might re- 
quire additional civil defense leg- 
islation: 

1. Financial responsibility in 
case of attack. 

2. Need for policy on sharing 
of resources. 

3. Need for a revised dispersal 
policy. 

The urgency of the Senate com- 
mittee’s concern was clearly in- 
dicated by the statements that “it 
will be on the adequacy of the 
civil defense effort to meet the 


test, therefore, that the literal 


question of national survival in 
large part will depend,” and that 
“the task of civil defense calls for 
a calm appraisal of our problem 
and the resolution that it will be 
met without delay.” 


the charitable purposes for which 
they are organized.” 

Some of the opinions removing 
the immunity suggest, the Court 
said, “that private charity has been 


displaced, to a large degree, by the 


government, both state and federal 

. We are not willing to say the 
time has come when it has reached 
the stage where charitable institu- 
tions, organized for such purposes, 
are no longer needed. We do not 
think such (government) institu- 
tions are intended to completely 
take the place of charitable hos- 


pitals.”’ 


The Court cited its conviction 
that the continued operation and 
maintenance of these organizations 
must be fostered for the benefit of 
the public. “Our reexamination of 
the question (of whether or not 


tort immunity should be aban- 


donded) convinces us that our 
present rule is both correct and 


logical,’ the Court held, “and we 


therefore refuse to disturb it.” - 

In restating Nebraska’s position, 
the Court affirmed that: 

@ The immunity of charitable 
institutions in Nebraska has so in- 
herently become a part of the law 
affecting these institutions that 
changes should come from the leg- 
islature. 

@ The fact that patients who 
are able to pay are required to 
do so does not deprive a corpor- 
ation of its eleemosynary char- 
acter, nor does it permit a re- 
covery for damages on account of 
the existence of contract relations. 

@ The fact that a charitable 
institution carries liability insur- 
ance does not create liability nor 


has it relevancy to the question 


of negligence. 

A lengthy text accompanying 
the April 29 decision in the case 
of Muller v. The Nebraska Meth- 
odist Hospital was cited as prece- 
dent for rulings later that day in 


the cases of Cheatham v. Bishop 


Clarkson Memorial Hospital and 
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Parks v. Holy Angels Church, Inc. 

_In the Nebraska Methodist case 
(the controlling case), the suit 
claimed that appellant, Gertrude 
Muller, was injured because the 
hospital negligently furnished an 
unsafe operating table for her use. 

While acknowledging the fun- 
damental right of any resident to 
seek remedy by due course of law 
for any injury, the Nebraska Court 
cited a 42-year liability exemption 
for charitable organizations. “Oth- 
er states have adopted a similar 
exception,” it noted, “ranging 
from complete immunity to vary 
ing degrees thereof.” 


The Court pointed to five prin- 


ciples on which these decisions 
seem to rest: 

1. The trust fund theory. Funds 
and property held in trust cannot 
be diverted to purposes other than 
those designated in the trust. To 
do so would be to frustrate. the 
charitable purposes of the creators 
or founders. 

2. The public policy theory. The 
rationale is that to allow recovery 
would be against public policy. 
Common welfare requires that 
nonprofit corporations be encour- 
aged in every way and held ex- 
empt from liability for tort action. 

3. Acknowledgment that these 
institutions do not derive benefit 
from what their servants do, in the 
sense of that personal and private 
gain which is the real reason for 
the rule. 

4. The implied waiver. General 
immunity from suit is implied by 
acceptance of benefits, on the 
ground that the person who ac- 
cepts the benefit of a private or 
public charity enters into a rela- 
tionship which exempts his bene- 
factor from liability for the negli- 
gence of his servants in adminis- 
tering the charity, if the benefac- 
tor has used due care in selecting 
these servants. 
' 5. Immunity on the basis that 
these organizations are performing 
a public function and aid in the 
performance of a public or quasi- 
public duty. 


Marshall Shaffer, PHS Architect 
Dies Suddenly in Wheaton, Md. 


Marshall Shaffer, chief of the. 


Technical Services Branch, Divi- 
sion of Hospital Facilities, died 
suddenly on May 25. 

The 56-year-old chief architect 
of the Public Health Service was 
responsible for organizing and de- 
veloping the PHS technical con- 
sultation service. For this and 
many other outstanding contribu- 
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Carnations for the Nurses 


NATIONAL HOSPITAL WEEK observance in Minnesota's twin cities featured the pres- 
entation of red carnations to each of the cities’ 5,000 nurses, aides, student and practical 
nurses on National Hospital Day, May 12. Carl Ave Lallemant, administrator of St. John's 
Lutheran Hospital, St. Paul, pins the first flower on Marianne Sharp, R.N., surgical super- 
visor at St. John's Hospital, during the Upper Midwest Hospital Conference. Sponsored 
by the Association of Twin City Hospitals, this project included a presentation of this 


greeting to each patient in the cities’ hospitals: 


"The flower your nurse and her assistants 


are wearing commemorates the birthday of Florence Nightingale. Almost alone, Florence 
Nightingale led the world towards modern standards of hospital care. In paying her 


honor, we honor all the women in white who nurse the sick.” The card enclosed with the 


ower 


to each nurse said “To you—who so often tend to other Saag me posier—a flower, on the 


anniversary of Florence Nightingale's birth''—courtesy of 


Minnesota Florists Association. 


tions to the architectural profes- 
sion, he was awarded the Amer- 
ican Institute of Architects Ed- 
ward C. Kemper Award in 1951. 

Mr. Shaffer served as a mem- 
ber of the Committee on Hospital 
Facilities of the AHA Council on 
Hospital Planning and Plant Oper- 
ation from 1945-50. 


Four Educational Programs 
Scheduled for South America 


The American Hospital Associ- 
ation in codperation with several 
American and Latin American 
groups will conduct four educa- 
tional programs in South America 
during June and July. 

The first of these conferences, 
the National Hospital Congress of 
the Brazilian Hospital Association, 
will be held in Rio de Janeiro, 
Brazil, June 26-July 2. 

Delegates from all the Latin 
American countries will exchange 
ideas on hospital operations at the 
Inter American Hospital Seminar 
to be held in Sao Paulo, Brazil, 
July 3-5. This three-day program 
is sponsored by the American Hos- 
pital Association, the Inter Amer- 
ican Hospital Association, State of 
Sao Paulo Hospital Association and 
the Brazilian Hospital Association. 

Lima, Peru will be the scene of 
the National Hospital Conference, 
July 8-9. Sponsored by the Amer- 
ican and Inter American Hospital 


Associations, this meeting will fea- 
ture discussions on the quality of 
patient care, educational responsi- 
bilities of the hospital, research 
in hospitals and the role of the 
hospital in public health. 

A 16-member faculty of Latin, 
North and South American leaders 
in the health field will conduct the 
Inter American Seminar on Hos- 
pital Administration in Bogota, 
Colombia, July 11-16. The confer- 
ence is sponsored jointly by the 
American Hospital Association, the 
Foreign Operations Administra- 
tion and the Medical Federation of 
Colombia, in collaboration with 
several Colombian institutions. 

Faculty members include Dr. 
Edwin L. Crosby, director, Amer- 
ican Hospital Association; Dr. 
Robin C. Buerki, director, Henry 
Ford Hospital, Detroit; Ray E. 
Brown, superintendent, University 
of Chicago Clinics and president- 
elect, American Hospital Associ- 
ation; Dean Conley, executive 
director, American College of Hos- 
pital Administrators; Kenneth Wil- 
liamson, director, AHA Washing- 
ton Service Bureau; Ruth Sleeper, 
R.N., past president, National 
League for Nursing and director 
of nursing service, Massachusetts 
General Hospital, Boston; and Dr. 
Jose Gonzalez, director, Latin 
American Hospital Program. 

Other faculty members are: Dr. 
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Fernando Espinosa, Mexico City; 
Dr. Odair Pedroso, Sao Paulo, 
Brazil; Dr. Osvaldo Quijada, San- 
tiago, Chile; Dr. Jorge Soto Riv- 
era, Caracas, Venezuela; Dr. Guil- 
lermo Almenara, Lima, Peru: 
Henry G. Hemmerde, Lima, Peru; 
Helen Murphey, Foreign Opera- 
tions Administration, Bogota, Co- 
lombia; Herman Van Grimmer, 
Foreign Operations Administra- 
tion, Ecuador, and Harlan Gibson, 
Foreign Operations Administra- 
tion, Guatemala. 


Louis Pink, Retired New York 
Biue Cross Leader, Dies 


Louis H. Pink, ten-year chief 
executive of Associated Hospital 
Service, New York’s Blue Cross 
Plan, died suddenly of a heart at- 
tack May 18 in his New York 
home. 

A nationally known leader in 
various fields of public welfare, 
Mr. Pink served as both president 
and chairman of the board of di- 
rectors of Associated Hospital 
Service for seven years. He re- 
signed the presidency in 1950 and 
retired as board chairman January 
1, 1953, although he continued to 
serve the Plan in an advisory ca- 
pacity until his death. 

He was active in affairs of the 
American Hospital Association, 
serving as a member of the Hospi- 
tal Service Plan Commission 1944- 
1945 and a member of the AHA’s 
Blue Cross Commission from 1948 
through 1952. 

During his 
tenure of office 
with the Asso- 
ciated Hospital 
Service, Mr. 
Pink encour- 
aged enrollment 
through liberal- 
ized benefits to 
meet the public 
need for more 
comprehen- 
sive health in- 
surance. Membership responded to 
the program; the span 1943-1953 
saw a leap in enrollment from 
1,250,000 to more than 5,000,000. 
He urged creation of the United 
Medical Service, Inc., still the na- 
tion’s largest Blue Shield Plan; 
operating revenue of the combined 
Plans soared from $11 million in 
1942 to nearly $100 million in 1952. 

After his retirement from the 
Associated Hospital Service, Mr. 
Pink continued an active interest 
in public housing activities in the 
New York area. 


MR. PINK 
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16,000 PHYSICIANS EXPECTED— 


To Convene June 6 in Atlantic City 


Advanced registration for the American Medical Association’s 104th 
annual meeting in Atlantic City, June 6-10, has reached a record high. 
Some 16,000 physicians are expected to attend. 

_ The house of delegates will begin meetings on Monday in the Traymore 
Hotel, headquarters for the meeting. Several sesghutions from state Ai 


regarding the 
Joint Commis- 
sion on Accred- 
itation of Hos- 
pitals, are ex- 
pected to be 
introduced. 

A highlight of 
the meeting will 
be exhibition on 
the beach of the 
Strategic Air 
Command’s “fly- 
ing infirmary,” a 
36-bed expand- 
able hospital 
which packs 
down to the size 
of a roomy bath- 
room and can be 
loaded, trans- 
ported and set 


vance base with- 
in a matter of 
hours. This hos- 
pital will be 
available for 
emergency use during the meeting. 

An improvised hospital, set up 
by the Federal Civil Defense Ad- 
ministration, will be shown in 
Convention Hall in conjunction 
with the annual meeting on medi- 
cal civil defense. A feature speaker 
at this meeting will be Sen. Estes 
Kefauver. 

The general scientific meeting 
on opening day will include sym- 
posia on atomic energy in med- 
icine, featuring Atomic Energy 


Commission Chairman Lewis 


Strauss. 

A discussion on prospects for the 
control of polio will be held by 
Drs. Hart E. Van Riper of the 
National Foundation for Poliomy- 
elitis, Jonas Salk, Thomas Francis 
Jr., Thomas E. Dublin and Leon- 
ard A. Scheele, surgeon general 
of the Public Health Service. 

Dr. Elmer Hess of Erie, Pa. will 
be installed as president on Tues- 
day evening in a program enti- 
tled “Medicine’s Proclamation of 
Faith.” Speaking with Doctor Hess 
will be Norman Vincent Peale, 
D.D., pastor of the Marble Colle- 
giate Church, New York City. 

Among the scientific meetings of 
interest will be discussions on 50 


AIR FORCE field as will 4 ri Texas 
fo Atlantic City for display at the American Medical Association 
annual meeting, June 6-10. These tents contain a complete 36-bed 
hospital which can take care of Strategic Air Command B-36 bomb 
wing's airmen for 90 days before additional supplies are needed. 


years of organized anesthesia, re- 
suscitation of the newborn, and 
on radiation hazards. 

The color television program 
will feature closed circuit tele- 
casting of 23 hours of clinics and 
surgery from the University of 
Pennsylvania Hospital, Philadel- 
phia. 


Recommendations on Internships 
To Be Submitted to AMA House 


The Council on Medical Educa- 
tion and Hospitals of the American 
Medical Association will submit a 
summary of conclusions and rec- 
ommendations prepared from the 
reports of the Ad Hoc Committee 
on Internships to the house of del- 
egates for consideration and ap- 
proval at the AMA annual conven- 
tion to be held June 6-10 at 
Atlantic City. 

Two of the recommendations of 
import to hospitals are: 

(1) “That the ‘one-fourth rule’ 
be adopted: any internship pro- 
gram that in two successive years 
does not obtain one-fourth of its 
stated complement be disapproved 
for intern training.” 

(2) “That, when there is insuf- 
ficient house staff coverage, an 
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adequate number of licensed phy- 
gsicians, under the direction and 
employment of the hospital and its 
medical staff, be provided under 
acceptable legal and ethical cir- 
cumstances to meet this need.” — 

The council was directed by the 
house of delegates last December 
to study the reports of the Ad Hoc 
Committee on Internships and 
submit conclusions and recommen- 
dations. In its report, the council 
says, “these conclusions and rec- 
ommendations are eminently sound 
and that they should be incorpor- 
ated into the principles and poli- 
cies employed by the council in 
the conduct of its internship ap- 
proval program. House approval 
is required before modifying the 
“Essentials of an Approved In- 
ternship” in keeping with the sug- 
gestions. 

The report of the council is 
printed in full in the May 7 issue 
of The Journal of the American 
Medical Association. 


Bed Occupancy in VA Units 
Averages 91 Per Cent in ‘54 
Veterans Administration hospi- 
tals had a daily average of 103,491 
patients in the fiscal year ended 
June 30, 1954, according to the VA 
annual report submitted recently 


to Congress. For a single week, the 


peak was February 9-15, 1954; 
when patient load was 107,383. For 
the year as a whole, the bed occu- 
pancy rate averaged 91 per cent. 

The total of 117,032 operating 
beds was distributed as follows: 
General medical and _ surgical, 
54,780; meuropsychiatric, 53,155, 
and tuberculosis, 9,097. At the fis- 
cal year’s close, VA was operating 
170 hospitals: 111 medical and 
surgical, 38 neuropsychiatric and 
21 for tuberculosis cases. In addi- 
tion, beneficiaries were being cared 
for in 4,534 beds in non-VA insti- 
tutions, principally military and 
state hospitals. Almost one-third 
of them were outside the conti- 
nental limits. 

During the year, VA opened new 
hospitals in Brockton, Mass.; Pitts- 
burgh; St. Louis; Oklahoma City; 
Cincinnati; Chicago (2); Ann Ar- 
bor, Mich., and Salisbury, N. C. 
Hospitals were closed in Framing- 
ham, Mass., and Oklahoma City. 


New Home for Orthopedic Unit. 


The Hospital for Special Sur- 
gery, 321 E. 42nd St., New York 
_ City, moved to its new location at 
535 E. 70th St. on May 25. T. Gor- 
don Young is director of the 226- 
bed, orthopedic hospital. 
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Choose Msgr. Brunini, CHA President-elect 


Rt. Rev. Msgr. Joseph B. Brunini of Jackson, Miss., was named pres- 
ident-elect of the Catholic Hospital Association during the 40th annual 


convention of the CHA, May 15-19. 


Taking office as president was the Rt. Rev. Msgr. Robert A. Maher 
of Toledo, Ohio. He succeeds the Rt. Rev. Msgr. Edmund J. Goebel of 


Milwaukee, Wis. 

Monsignor Brunini is vicar gen- 
eral of the Diocese of Natchez 
and has been active in hospital 
affairs for many years. He is a 


MSGR. BRUNINI 


former vice president of the Cath- 
olic Hospital Association and cur- 
rently a member of the executive 
board of Mississippi Hospital and 
Medical Service (Blue Cross-Blue 
Shield), Jackson. 

Other officers elected were: first 
vice president, Rt: Rev. Msgr. Jo- 
seph B. Toomey, Syracuse, N. Y.; 
second vice president, the Rev. 
Anthony B. Peschel, Casselton, 
N. Dak., and board member, Sis- 
ter Mary Brigh, C.S.F., adminis- 
trator of St. Mary’s Hospital, Ro- 
chester, Minn. 

Institutes on purchasing, med- 
ical records and pharmacy and 
section conferences were held in 
conjunction with the convention. 

The Most Rev. Joseph E. Ritter, 
Archbishop of St. Louis, told the 
opening session that discrimina- 
tion in hospitals must be ended. 


“If any teaching of Christ is spell- | 


ed out for us,” he said, “it is this 
teaching in regard to love of 
neighbor . . . Catholic hospitals... 
have a more serious obligation .. . 
to put aside in their policies and 


practices, if they exist, any and ~ 


all discrimination because of race, 
color or religion.” 

Medical care in the future was 
discussed by a panel of experts at 
one of the general sessions. In- 
creasing emphasis on psychiatry, 
geriatrics and rehabilitation was 
foreseen and Dr. James W. Col- 


bert Jr., dean of St. Louis Univer- 
sity School of Medicine, urged that 
a more academic atmosphere pre- 
vail in the spirit and conduct of 
all hospitals. 

In his presidential address, Mon- 
signor Goebel said hospitals are 
faced “with a revolution ... as 
turbulent as the industrial revo- 
lution was 100 years ago. Social 
pressure, widespread legislation, 
and the impact of public opinion, 
third-party payment, startling new 
medical discoveries, antibiotics, in- 
genious inventions and atomic and 
hydrogen implications combine to 
make this the greatest. century in 
medicine recorded in the history 
of mankind.” 

He said that “on the road ahead, 
emphasis is going to be focused 
on administrative proficiency. Ob- 
viously, this will require increased 
professional education .... The ac- 
creditation program and the strug- 
gle of certain specialized groups 
for independence emphasize each 
day the growing importance of ad- 
ministration within our hospitals.” 

A nursing audit was described 
by Sister Blanche, D.C., director 
of nursing at St. Paul’s Hospital, 
Dallas, Tex. Supervisors, head 
nurses, clinical and nursing arts 
instructors review nurses’ notes. 

Dr. David Littauer, executive 
director of Jewish Hospital, St. 
Louis, said that “accounting pro- 
cedures in most of our hospitals 
are sadly in need of strengthen- 
ing.” He said that “we have a 
long way to go, too, in the large 
and critical area of purchasing 
... . It is imperative that in the 
future we upgrade the purchas- 
ing function in relation to other 
administrative activities.” 

“Instead of anticipating the 
needs of tomorrow and planning 
accordingly,’ he said, “we are 
spending our time catching up with 
events that have been forced on 
us by others. All too often we 
are fighting the last war.” 

Doctor Littauer said “the public 
is now vitally interested in or- 
ganized ways in the kind of care 
we give. The public is interested 
in comprehensive medical serv- 
ices, preventive ds well as cura- 
tive, ambulatory as well as inpa- 
tient, continuous rather than inter- 
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mittent. The physician who uses 
the health centers we are develop- 
ing must be made to see his place 
in the organizational pattern; he 


Can no longer assert authority 


without responsibility. 

“If we are to meet tomorrow’s 
challenge we must get our ad- 
ministrative house in order: we 


must learn how to plan courses 
of action, train qualified assistants 
and delegate authority and re- 
sponsibility to them; we must co- 
Operate actively with other hos- 
pitals and hospital groups in the 
common cause of patient care, and 
we must enlist the aid of the 
public.” 


FLORIDA OPINION STATES— 


Corporations May Not Practice Medicine 


The Attorney General of Florida has ruled that “‘a corporation, whether 
or not organized or operated for profit, may not practice medicine and 
surgery in (Florida) directly because of its inability as a legal entity to 
obtain a license, nor can it practice indirectly by having license members 
of that professon to do the actual professional work involved.” 


In the most recent opinions by 
various attorneys general on the 
subject of hospitals and the prac- 
tice of medicine, Florida Attorney 
General Richard W. Ervin ruled on 
March 25 that “it is immaterial 
whether the compensation to the 
licensed person so hired be on a 
straight salary basis or in the form 
of a contractual percentage ar- 
rangement... .”’ 

The opinion was requested by 
Dr. Homer L. Pearson, secretary- 
treasurer of the Florida State 
Board of Medical Examiners. The 
question propounded to the At- 
torney General by Doctor Pearson 
covered the situation in which a 
physician who specializes in diag- 
nostic radiology entered into a 
contract with a nonprofit corpo- 
ration operating a general hospital. 
The question was limited to diag- 
nostic radiology and did not men- 
tion therapeutic radiology, such as 
deep x-ray, etc. 

The contract in question pro- 
vided, Doctor Pearson’s question 
stated, that the hospital, in its own 
name, bills and collects a fee from 
the patient for all services ren- 
dered and for the use of its equip- 
ment and personnel in connection 
therewith. The physician was paid 
a fixed percentage of the gross or 
net income of the radiology de- 
partment. In other hospitals, ac- 
cording to Doctor Pearson’s in- 
quiry, radiologists are employed on 
straight salary contracts with the 
hospitals collecting all the fees di- 
rectly from the patient or from 
the hospital service association. 

With these facts, Doctor Pearson 
asked: “Is the corporation which 
operated the hospital . .. practicing 
medicine and surgery in violation 
of the law?” 

The Attorney General said that 
the Florida legislature had enacted 
a definition of the practice of 
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medicine “which appears to be all 
inclusive insofar as the healing 
arts are concerned. There seems to 
be little doubt, if any, as to the 
aforesaid definition including with- 
in its scope the practice of radiolo- 
gists.”” However, the opinion said, 
no formal view was expressed on 
this point as “we will assume the 
same to be a fact for the purposes 
of replying to the request for 
opinion.” 

In a decision issued a few weeks 
earlier by the Attorney General 
of Virginia, it was ruled that the 
diagnostic services of the radiolog- 


- ical department for other physi- 


cians was not the practice of med- 
icine as defined in Virginia. 
The Florida Attorney General 


said that the financial arrangement 


described in the question proposed 
to him by the state board of med- 
ical examiners “places the profes- 
sional persons and hospitals in 
an employer-employee relation- 
ship. While the compensation may 
vary from month to month, the 
inescapable conclusion is that the 
hospital, and not the patient, com- 
pensates the practitioner for serv- 
ices rendered. In other words, the 
patient deals primarily with the 
hospital for actual medical serv- 
ices and only secondarily with the 
professional person, whereas, the 


law contemplates direct dealings — 


and relationship between the pa- 


tient and a practitioner of med- 


icine and surgery.” 

Portions of a 1932 opinion from 
the Attorney General, State of 
Iowa, were incorporated in the 
Florida opinion as “being appro- 
priate and in direct response to the 
question before us.” This opinion 
in Iowa, said, in part, as quoted in 
the Florida opinion, “when a li- 
censed practitioner of any of the 
professions attempts to contract 


his professional services to an in- 
dividual, or a group of individuals, 
he is in reality attempting to serve 
two masters, his employer and his 
patient. The law has repeatedly, 
not only in this state (Iowa) but 
in other states, stepped in and laid 
down the rule that this practice 
Was against public policy, for the 
reason that the law takes into con- 
sideration human. frailities and 
also recognizes the fact that, in 
many instances, at least the em- 
ployee will serve that master from 
whom he receives the highest re- 
muneration, and that, as a result, 
the patients and the public would 
suffer if any conflict existed be- 
tween them and the employer.” . 
The Florida Attorney General 
said that “perhaps one solution to 
the problem as stated in (the) 
letter is the creation of a landlord- 
tenant ._relationship between the 
licensed practitioner and the hos- 
pital. There may be other arrange- 
ments, but whatever the arrange- 


' ment is, it should be one whereby 


the doctor-patient relationship ex- 
ists. The practitioner should be re- 
sponsible to the patient, and in 
return for services or treatment, 
the patient should be directly re- 
sponsible to the practitioner for 
fees charged... .” 
“We are bound to conclude,” the 
opinion said, “that a corporation, 
whether or not organized or oper- 
ated for profit, may not practice 
medicine and surgery in this state 
directly because of its inability as — 
a legal entity to obtain a license, 
nor can it practice indirectly by 
hiring licensed members of that 
profession to do the actual profes- 
sional work involved. It is imma- 
terial whether the compensation 
to the licensed person so hired be 
on a straight salary basis or in 
the form of a contractual per- 
centage arrangement... .” 


Announce Staff Changes 
In Regional Hospital Groups 


Two regional hospital associa- 
tions have announced changes in 
their administrative staffs. 

Albion K. Parris, executive sec- 
retary of the Maryland-District of 
Columbia-Delaware Hospital As- 
sociation, has been appointed exe- 
cutive director of the Association. 
An AHA member, Mr. Parris is 
former public relations officer for 
Maryland Hospital Service (Blue 
Cross), Baltimore. 

. Mrs. Margaret Barber of Kansas 
City, Kans., succeeds Cleveland 
Rodgers as executive secretary of 
the Mid-West Hospital Association. 
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THE WASHINGTON SCENE 


As the 84th Congress approaches 


the summer months, there is some 
indication that only scattered frag- 
ments of the Eisenhower health 
proposals will be written into law. 
Early last winter the President de- 
livered to Congress a special health 
message which featured: 7 

1. Reinsurance of health insur- 
ance plans. 

2. Guaranteed mortgages on 
health facilities. : 

3. Military dependents’ health 
care. 

4. Federal employees’ health in- 
surance. 

As of mid-May none of these 
key Administration proposals have 
been brought up for committee 
hearings in either House or Senate. 
The federal employee health insur- 
ance plan has yet to be introduced 
into Congress as a specific bill. 


- Each of these measures is a major 


item of legislative action and to- 
gether they make up the center 
piece of the Administration health 
program. 

As time is running out for 
Congressional action on all of these 
measures Administration officials 

in the Department of Health, Edu- 
cation and Welfare have identified 
the Administration with other bills 
which seem to have better pros- 
- pects of passage in this session of 


* Vote $75 Million for Basic H-B 
¢ Study Aged’s Health Problems 
¢ Dr. Hawley Hits Disaster Plans 


Congress. Increased federal aid for 
mental health programs is one 
such issue. Hearings have been 
held by both Senate and House 
committees and the House has 


_ passed a Democratic bill to finance 


a three-year study of mental 
health problems. In addition Con- 
gress will probably pass an Ad- 
ministration bill which will in- 
crease federal funds for state pro- 
grams of mental health. Other 


health bills which are apparently 


moving toward enactment provide 
federal funds for aid to medical 
school construction costs, nurse 
recruitment and research facilities 
for certain specified diseases. 

H-B APPROPRIATIONS 

~The Senate has begun hearings 
on health budgets for the Depart- 
ment of Health, Education and 
Welfare. The House Appropria- 
tions Committee recommended and 
the House voted $75 million for the 
basic Hill-Burton program in ad- 
dition to $21 million for the new 
program. 

In special testimony on May 19 
before the Senate Appropriations 
Committee, Kenneth Williamson, 
director of the American Hospital 
Association’s Washington Service 
Bureau, urged the full appropri- 
at.on of $150 million authorized 


Award for the Governor 


AWARD OF MERIT of the New Mexico Hospital Association was recently presented to the 


Hon. John E. Simms Jr., Governor of New Mexico, for his keen interest in health problems, 
more specifically hospital, Blue Cross and nursing school issues. AHA Trustee Mary C. 
Schabinger, administrator of the DeEtte Harrison Detwiler Memorial Hospital, Wauseon, Ohio, 
is shown congratulating Governor Simms during the recent NMHA meeting in Albuquerque. 
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under the basic Hill-Burton Act. 
Mr. Williamson concluded his 
statement to the Senate committee 
by saying, “The American Hos- 
pital Association urgently requests, 
therefore, that this committee ap- 
propriate the full authorized 
amount of $150 million under the 
basic program, for which there is 
great documented need, and such 
further amounts as, in your judg- 
ment, are required to satisfy rela- 
tive needs under the categories.” 


INDIGENT CARE 
A joint committee of the Amer- 
ican Hospital Association and the 
Blue Cross Commission are com- 
pleting the draft of a bill which 
will provide medical care for the 
indigent on a matching fund basis. 


MENTAL HEALTH WEEK 

Under the sponsorship of Sen. 
George A. Smathers, (D., Fla.), 
Congress enacted a concurrent 
resolution designating the week, 
May 2 to May 8, as National Mental 
Health Week. In commenting on 
National Mental Health Week, 
Senator Smathers said that mental 
iliness is the nation’s number one 
health problem and-is “. . . not 
merely a slogan but an actual fact. 
Every person in this country is 


concerned either directly or indi- 


rectly with the subject of mental 
illness. At this very moment nearly 
three quarters of a million people 
in mental hospitals are suffering 
severe mental disorders. One out 
of every 230 in the United States 
is in a mental hospital, and for 
every person residing in a mental 
Fospital, there should be an addi- 
tional person receiving mental 
care but who is not because the 
hospital facilities are inadequate.” 
COMMITTEE ON THE AGING 

The Department of Health, Edu- 
cation and Welfare is now con- 
ducting a study on health prob- 
lems relating to the aging. It is 


planning to strengthen its Com-- 


mittee on the Aging which per- 
forms a _ coordinating function 
within the department. Oveta Culp 
Hobby has requested and the 
House has approved an additional 
appropriation of $33,000 to add 
six persons to the committee's 
present staff of three. In approving 
the funds, the House committee 
noted that it “. .. was impressed 
with the need for additional work 
in connection with the problems of 
the aged, and feels that the de- 


143 


: 
=. | 
’ 


partment has not gone nearly as 
far in this field as it should.” . 
The American Hospital Associ- 
ation and the Blue Cross Commis- 
sion joint committee is drafting 
proposed legislation which will be 
concerned with many of the same 
problems that confront HEW’s 
Committee on the Aging. 


MILITARY DEPENDENTS 

Two identical Administration 
bills (S. 934 and H.R. 2685) 
incorporate the Administration’s 
plan for uniform medical care for 
military dependents. As yet no 
hearings have been held or are 
scheduled on these bills in either 
House or Senate. There is some 
evidence that the provisions of 
these military dependent care bills 
are being rewritten to emphasize 
the role of voluntary health insur- 
ance plans in providing medical 
care for servicemen’s dependents. 
Congressional support for passage 
of this legislation is being reas- 
sessed in view of the recent pay 
raises voted for military personnel. 


_ FEDERAL EMPLOYEES 

Another Administration propo- 
sal for providing health insurance 
to government workers has be- 
come involved with the issue of 
pay raise bills. The Administra- 
tion’s health insurance plan for 
government employees has not yet 
been introduced. One reason given 
for the decision to defer action on 
this measure is that Administra- 
tion officials are uncertain as to 
how much the pending pay raise 
for federal workers will add to 


.the federal budget. 


CIVIL DEFENSE 

On May 2 and 3, 45 state gov- 
ernors met in executive session to 
be briefed by Administration of- 
ficials on the nation’s major do- 
mestic and foreign problems. They 
heard FCDA Administrator Val 
Peterson declare that the destruc- 
tive power of nuclear weapons 
has increased 100 fold since tre 
first atomic bomb was dropped on 
Hiroshima. 

A spokesman for the conference 
said that out of prolonged discus- 
sion, there was general agreement 
among the governors that the pres- 
ent civil defense law, passed in 
1950, was inadequate. It was the 
belief of the governors that the 
fundamental concept of the 1950 
federal law, which placed primary 
responsibility for civil defense on 
the states, should be changed to 
put primary responsibility on the 
federal, state and local govern- 
ments. 


144 


In another action on the civil 
defense front, Dr. Paul R. Hawley, 
director of the American College of 
Surgeons, said that all of the na- 
tion’s hospitals must be integrated 
for maximum civil defense utiliza- 
tion. 

Called as an expert witness re- 
cently before the Senate Armed 
Services Committee’s subcommit- 
tee on civil defense, Doctor Hawley 


- demanded a bold attack on a prob- 


lem which, in his judgment, is too 


big for solution by half-way meas- 


ures. Sen. Estes Kefauver, (D., 
Tenn.), is chairman of the sub- 
committe that heard Doctor Haw- 
ley’s criticisms and suggestions. 

-One of the proposals by the wit- 
ness was that possession of a satis- 
factory “disaster plan” be one of 
the factors for hospital accredita- 
tion. 

He charged that present plan- 
ning is obsolete, that disaster may 
result if the military looks out 
only for its own hospitals and con- 
tinues to drain personnel from 
civilian sources. 2 

“No longer can we afford the 


luxury of four separate and dis- . 


tinct medical plans for war—one 


each for the Army, the Navy, the 
Air Force, and the civil population 
—and all competing, each with the 
others, for personnel and ma- 
teriel,”” Doctor Hawley stated. “In 
such competition under the situ- 
ation which has existed in the past, 
it is evident that the civil popula- 
tion will come off fourth best.” 
The country’s medical potential 
must be used to serve soldiers and 
civilians alike, Doctor Hawley said. 
He urged pooling of all fixed med- 
ical plants and systematic assign- 
ment of medical schools for oper- 
ation of hospitals. : 
“Medical school faculties are 
organized and are functioning as 
units,” he explained. “‘The capabil- 
ities of each member are well 
known. The advantage of utiliz- 
ing medical faculties for such a 
purpose was demonstrated in both 
World Wars, and particularly in 
World War II. The affiliated 
general hospitals furnished the 
armed forces by the medical 
schools and teaching hospitals 
were much superior to _ those 
organized from scattered sources 
—superior both professionally and 
administratively.” 


' 1,200 Attend Carolinas - Virginias Meet 


Hospital-specialist relationships were scrutinized at the 25th anni- 
versary conference of the Carolinas-Virginias Hospital Conference, 


April 21-22. 


More than 1,200 persons were registered, largest number ever to attend 


this conference, which covers the 
two Carolinas, West Virginia and 
Virginia. 

James E. Huson, administrator 
of the Camden-Clark Memorial 
Hospital, Parkersburg, W. Va. is 
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the new president of the confer- 
ence. William R. Huff, executive 
secretary of the West Virginia 


Hospital Association, is secretary. 


Dr. Walter B. Martin, president 
of the American Medical Asso- 
ciation, said that relationships 
between the specialists under dis- 
cussion and the hospitals should 
be “set up on a basis that will be 


fair to the hospital, the physician 
and the patient whom they both 
serve.” 

He said the relationships should 
be such as to preserve professional 
incentive and independence, pro- 
tect the financial interest of the 
hospital and benefit the patient. 
Some hospitals, boards and admin- 
istrators, he said, have looked “on 
these special departments. as a 
source of revenue to bolster their 
failing finances in other areas.” 

Doctor Martin said that various 
financial arrangements are accept- 
able. Certain things, he said, seem 
necessary in such relationships. He 
said the physician rendering the 
service and the amount of his. 
charge should be identified to the 
patient. 

He, the specialist, should also 
be, Doctor Martin said, “the final 
authority in determining the num- 
ber and quality of the technical 
help needed to provide service... . 
For the same reason, he should 
have final authority in determining 
the amount and type of equipment, 
repairs and replacements. ... He 
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should have final authority in the 
setting of fees.” 
Doctor Martin urged that some 


method of arbitration be estab- 


- lished to resolve differences. 

Dr. E. Dwight Barnett, profes- 
sor of administrative medicine, 
Columbia University, said, “it is 
pretty obvious to me that the hos- 


pital people through their associ-- 


ations and these specialists through 
their associations should sit down 
together and try to work out a sat- 
isfactory solution for these prob- 
lems, thinking of the patients we 
serve as a primary factor, and, sec- 
ondly, the welfare of the specialists 
and the hospitals.” 

Doctor Barnett said “we should 
now build state-wide committees 


in every state between the state - 


organizations of these specialties 
and the state hospital associations, 
and between committees of’ local 
hospital councils and local spe- 
cialists.”’ 

He said the specialists in radi- 
ology, pathology, anesthesiology 
and physiatrics differed from the 
physicians who are primary con- 
tractors with their patients. “Rare- 


ly,” he said, “does a patient 


select his own radiologist, pathol- 
ogist, anesthesiologist or physiat- 
rist. .. . In most cases, the patients 
have no idea who... gave these 
special services. .. .”’ | 

Doctor Barnett contended that 
the specialists must recognize that 
“their position in the practice of 
medicine has not been entirely ac- 
cepted by all of the medical pro- 
fession on the same basis as. those 
who are primary contractors with 
the patients. Often, hospitals are 
blamed for matters which are ac- 
tually under the control of the 
medical staff, and the solution of 
this problem ... lies not only with 
hospital boards but with medical 
staff organizations.” 

Doctor Barnett discussed what 
he called the institutional phases 
related to medicine. He said the 
- hospital supplies equipment and 
personne] to assist the surgeon, but 
“IT have never heard of a demand 
by a surgeon that the operating 
rooms are not a part of the hos- 
pital services but are rather a part 
of the practice of medicine.” 

Pleas for improved understand- 
ing were made also by a panel of 
specialists, including a pathologist, 
a radiologist and an anesthesiolo- 
gist. 

In another section of his talk, 
Doctor Martin, the AMA president, 
re-stated his belief in the co- 
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A. E. Maffly, 1956 AWH P 


resident 
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PRESIDENT-ELECT of the Association of Western Hospitals A. E. Maffly [first from left), 


administrator of the Herrick Memorial Hospital, Berkeley, is shown with two other AWH 
officers: second vice president, Edwin Grafton, administrator of the Shodair Crippled 
Children's Hospital, Helena, Mont., and president, John A. Dare, administrator of the Vir- 
ginia Mason Hospital, Seattle, Wash. More than 3,500 persons attended the conference. 


More than 3;500 persons, a record attendance, registered at the silver 
jubilee conference of the Association of Western Hospitals, April 25-28. 
Emanuel Hayt, authority on hospital law, told the group that the hos- 
pital-specialist picture is “not as dark as it looks.’ (See article, p. 53) 
James E. Ludlam, attorney for the California Association, told the 
session that the cost of winning law suits brought against hospitals was 


insurance provision in health 
coverage. “We should not be de- 
luded,’’ he said, “by the cry for 
comprehensive coverage. The de- 
mand for complete coverage for 
the individual, with no contribu- 
tion on his part—or for complete 
payment to the hospital of its full 
cost—are equally dangerous. 

“Both may lead to such abuses 
that the system of voluntary pre- 
payment insurance will be de- 
stroyed. ... It is not desirable to 
cover the insured completely but 
to keep premiums low and bring 
insurance as far down on the 
economic scale as possible, and to 
make it available to the largest 
possible group.” 

Dilman M. K. Smith, vice pres- 


ident of Opinion Research Corpo- 


ration, Princeton, N. J., urged ad- 


- Ministrators to allow themselves 


enough time to consult with others 
in the community besides the 
“health pros and semi-pros or you 
may get a completely false im- 
pression of what your community 
really thinks about you.” He urged 
hospitals to take advantage of its 
unique opportunity for face-to- 
face communication, an opportu- 
nity, he said, that has been largely 
neglected. 


often greater than that which was 
won. 

He preached the doctrine of pre- 
ventive medicine in complaints. He 
cited results of a study of incidents 
in California hospitals from which 
claims for damages could result. 
He said that 26 per cent of the in- 
cidents reported were of patients 
falling out of bed over the top of 
bed rails with 15 per cent of the 
incidents involving falls out of 
beds without the rails. 

He said the biggest number of 
claims were paid for slips and falls 
by visitors. He said that there were 
attorneys who specialized in slips 
and falls and he urged hospitals 
oO pay close attention to conditions 
which could result in such falls. 


George U. Wood, executive vice 
president of Peralta Hospital, Oak- 
land, said that first-hand obser- 
vation of compulsory health 
schemes in western Europe con- 
vinced him that in every instance, 
“they were instituted in times of 
national economic stress.” He 
urged that plans be made now for 
the possibility of economic depres- 
sion so that voluntary health in- 
surance could survive such a test 
in this nation. 


The Association subsequently 
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adopted a resolution urging the 
AHA, AMA, Blue Cross, Blue 
Shield and commercial companies 
writing health coverage to “de- 
velop a program which will pro- 
tect the insured worker and his 
family during periods of unem- 
ployment when he needs this pro- 
tection most; namely, by increas- 
ing premiums now to provide a 
reserve against such a period of 
unemployment.” 

Speaking at a session on the 
spirit of the voluntary hospital, 
Mortimer J. Adler, Ph.D., founder 
and director of the Institute for 
Philosophical Research, San Fran- 
cisco, discussed the meaning of a 
profession. 

He said the older differences be- 
tween professional and nonprofes- 
sional work were no longer so 
strong as they used to be. Today, 
he said, the differences were three- 
fold: in the end or goal; in the re- 
lationship to moneymaking, and in 
the attitude toward the work being 
done. 

He said the professional does his 
work because it is worth doing and 
it is something he may well do 
even if he did not have to work 
for a living. The compensation is 
secondary in the profession, he 
said. A professional society is a 
functional society. A business or 
industry dominated society is an 
acquisitive society. 

The professions are being cor- 
rupted in some areas by the ac- 
quisitive fields which are the gen- 
eral pattern in this nation, he said. 
He bemoaned this development. 


Dr. Clarence G. Salsbury, com- 
missioner, Arizona State Depart- 
ment of Health, said administra- 
tors “who really reach the top are 
not only good administrators in 
the truly technical sense, but in 
addition have that warmth of per- 
sonality and genuine friendliness 


coupled with a firm faith in God | 


and their fellowmen.” 

Reinsurance was argued at the 
final general session. The “pro” 
side of the federal proposal was 
taken by F. W. Hunter, regional 
director, Department of Health, 
Education and Welfare. The “cons” 
were expressed by Dr. J. Lafe 
Ludwig, member of the AMA's 
Committee on Legislation, and by 
Clarence H. Tookey, vice pres- 
ident, Accidental Life Insurance 
Company, Los Angeles. 

John A. Dare, administrator of 
Virginia Mason Hospital, Seattle, 
assumed the presidency of the As- 
sociation, succeeding D. L. Bras- 
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Reviews Impact of JCAH Program 


Joint Commission on Accreditation of Hospitals—its impact on the 
hospital and medical world and specifics on its improvements and ex- 
pansion—was the keynote of Dr. Kenneth B. Babcock’s address before 
the opening session of the 1955 Tri-State Hospital Assembly, May 2-5, 


in Chicago. 

The impact of such a program, 
the JCAH director noted, can be 
measured to a degree by the host 
of third-party groups that have 
recognized the Commission and 
have attached themselves to it. 
“Forty-three Blue Cross Plans use 
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the Joint Commission as a lever- 
age towards better care and less 
improper utilization. In Chicago 
the Blue Cross Plan says that only 
accredited hospitals can be parti- 
cipating hospitals. The difference 
in payment from Blue Cross be- 
tween a participating hospital 
and nonparticipating hospital is 
roughly $20 per day. In Phila- 
delphia a hospital is penalized ten 
per cent of its average daily pa- 
tient cost if nonaccredited.”’ 

“The polio foundation and the 
United Mine Workers of America 
refuse to pay for hospitalization 
from their funds except to accred- 
ited hospitals.” The National 
League for Nursing has stated that 
“a hospital must be accredited by 
the Joint Commission before it can 
have its nursing school accredited.” 
Applicants for membership in the 
American College of Hospital Ad- 


kamp, superintendent of the Al- 
hambra (Calif.) Community Hos- 
pital. Other new officers include 
president-elect, A. E. Maffly, ad- 
ministrator of Herrick Memorial 
Hospital, Berkeley; first vice pres- 
ident, Guy M. Hanner, adminis- 
trator, Good Samaritan Hospital, 
Phoenix; second vice president, 
Edwin Grafton, administrator of 
Shodair Crippled Children’s Hos- 
pital, Helena; third vice president, 
Roy C. Stephenson, administrator 
of the Latter Day Saints Hospital, 
Idaho Falls, and treasurer, George 
A. Collins, administrator of the 
Alameda (Calif.) Hospital. 


ministrators must be affiliated 
with accredited hospitals. 

Doctor Babcock listed three spe- 
cific measures that are being un- 


‘dertaken to further expand and 


improve the program of the Joint 
Commission: 

1. The administrative staff of the 
Joint Commission has addressed 
approximately 40 conventions or 
meetings of physicians, because 
they “feel the physician needs 
more instruction and education on 
the Commission’s work than any- 
one else.” 

2. The amended suggested by- 
laws, rules and regulations of the 
medical staff will be printed in the 
near future. 

3. The scoring report is being 
amended and has advanced far 
enough to report that the Advisory 


MR. MANN DR. COON 
Committee of the Joint Commis- 
sion has authorized the Commis- 
sion to test it on 100 hospitals be- 
fore it is printed. - 

In the revision of the scoring 
sheet, Doctor Babcock said he be- 
lieved the sections that were un- 
fair to the small hospital had been 
eliminated. 

Doctor Babcock singled out the 
medical record librarian as giving 


_ “yeoman’s service in the work of 


expediting the program of the 
Joint Commission on Accreditation 
of Hospitals.’’ However, he warned 
that the bulk of correspondence in 
JCAH headquarters indicates that 
the medical record librarian is be- 
ing besieged with requests from 
the medical staff. Such a develop- 
ment, Doctor Babcock warns, in- 
dicates that “the administrator is 
being. by-passed on matters of 
policy which should be known to 
him. . . . They (medical record 
librarians) should be the adminis- 
trators’ helpers and allies with 


HOSPITALS 


4 
ig 
& 
| 


the medical staff, not uncon- 
sciously widening the administra- 
_ tor-medical staff gap.” 

Each year the Tri-State Hospi- 

tal Assembly presents an award 
to an. outstanding hospital leader 
in each of the four participating 
states. This year’s winners are: 
Leo M. Lyons, director of St. 
Luke’s Hospital, Chicago; Crayton 
EE. Mann, administrator of the 
Welborn Memorial Baptist Hos- 
pital, Evansville, Ind.; Dr. Harold 
M. Coon, administrator of Uni- 
versity Hospital, Madison, and 
Glen W. Fausey, director of the 
Edward W. Sparrow Hospital, 
Lansing, Mich. 

A highlight of the social service 
meeting on Wednesday afternoon 
was Wendell Carlson’s remarks on 
the hospital’s position in adop- 
tions. The administrator of Chi- 
cago’s Englewood Hospital believes 
that “from the momenta child is 
known to be ‘out for adoption’ the 
placement of that child rightfully 
belongs in the hands of a person 


who has been trained for this 


function, namely the professional 
social service worker who is affi- 
liated with a licensed child welfare 
agency. | 
“Hospitals should not be expect- 
ed to assume the financial respon- 


sibility for care of mother or child — 


. the licensed agency, church 
or non-sectarian, should assume 
financial responsibility for profes- 

sional services rendered.” 


ACS Hospital Approval 
To End December 1956 


All approval of hospitals here- 
tofore granted by the American 
College of Surgeons will be re- 
scinded as of December 31, 1956. 
Thereafter the use of. such ap- 
proval in any publicity is pro- 
hibited. This statement was issued 
by the ACS board of regents at 
its recent meeting in Cleveland. 


The future date was selected at 
the recommendation of the Joint 
Commission on Accreditation of 
Hospitals since it will be one more 
year before the Commission is able 
to resurvey all the hospitals previ- 
ously approved by the College. 

Approval by the American Col- 
lege of Surgeons stems from late 
1952 when the Joint Commission 
took over the College’s program of 
hospital standardization and as part 
of its first list of accredited hos- 
pitals included those institutions 
approved by the ACS as of De- 
cember 31 of that year. 
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NEW AND OLD presidents of the Mid-West Hospital Association photographed at the 


Mid-West Presidents Confer 


group's recent annual meeting in Kansas City are (from left): outgoing president, Marvin W. 
Altman, administrator of Sparks Memorial Hospital, Fort Smith, Ark.; incoming president, 
Bruce W. Dickson Jr., administrator, Bethany Hospital, Kansas City, Kans., and president-elect, 
Hubert W. Hughes, administrator of the General Rose Memorial Hospital, Denver, Colo. 


When the _ registration desk 


closed at the twenty-seventh an- 
nual convention of the Midwest 
Hospital Association in Kansas 


City, Mo., April 27-29, 1,942 reg- 
istrants were on the official attend- 
ance role. 

Bruce W. Dickson Jr., adminis- 
trator of Bethany Hospital, Kansas 
City, Kans., received the pres- 
ident’s gavel from Marvin Altman, 
retiring president. Hubert W. 
Hughes, administrator of General 
Rose Memorial Hospital, Denver, 
was chosen president-elect and 
Don W. Duncan, administrator of 
St. Elizabeth Hospital, Lincoln, 
Nebr., was elected treasurer. 

Ritz E. Heerman, past president 
of the American Hospital Associ- 
ation, predicted, at the opening 
session of the convention, that 
hospitals face a future filled with 
more changes than those that have 
occurred in the last 25 years. 

“We can be proud of the fact 
that although hospital expendi- 
tures have increased about 200 per 
cent since 1938, the cost to each 


hospital patient has increased only 


about 20 per cent,” he said. “A 
comparison of the cost per hospital 
stay during the last 15 years with 
the cost of basic commodities con- 
sidered in the Consumer Price 
Index indicates a very slight in- 
crease in the cost of hospital care.” 

In peering into the future, Mr. 
Heerman said that hospitals are 
“on the brink of even greater de- 


velopment” with new apparatus 
for diagnosis, labor saving devices 
and equipment, that is both more 
comfortable for the patient and 
more functional, being introduced 
continually. 

‘Two reports on management 
surveys in hospitals—one large 
and one small—indicated tangibly 
the value of. such efforts. Dr. 
David Littauer, director of Jewish 
Hospital, St. Louis, reported a net 
saving of over $30,000 as a result 
of improved methods of operation 
in the service departments of his 


hospital. He reported that one. 


change instituted in the house- 
keeping service—that of using a 
night crew from 11 p.m. to 7 a.m. 
—had worked very successfully 
and effected sizeable savings. 

In the smaller hospital, Adrian 
Hospital at Mexico, Mo., Adminis- 
trator James H. Moss, stated that 
less than $4,000 or less than two 
cents per patient day had been 
spent during a six-month period 
for consultation and assistance on 
a methods improvement program. 
During this period, “80 per cent 
of the employees received wage 
increases yet the operating cost per 
patient day was less than in 1953.” 

Two conclusions reached by Mr. 
Moss on the basis of his experience 
were that a methods improvement 
program, including the cost of ade- 
quate consultation, can be profit- 
able for the small hospital and that 


good department heads are in- 
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dispensable to good continuous 


management control. In this re-. 


gard, he said that the extra cost 
of hiring qualified individuals is 
very minor compared to the money 
these persons save and the quality 
of the results they can attain. 


Hearings Began May 19 
On lowa Specialists’ Dispute 


Trial of the suit brought by 
the Iowa Hospital Association and 
34 Iowa hospitals in the dispute 
with certain specialists began in 
the District Court of Iowa, Des 
Moines, May 19. 

The suit asks the court to over- 
rule an opinion by the Iowa At- 
torney General in which he held 
that hospitals are prohibited by 
the state medical practice act from 
employing specialists to render 
radiologic or pathologic services. 
His ruling banned both straight 
salary and pereentage arrange- 
ments. 

Contending that this opinion for- 
bade hospitals from doing things 
which other laws require them 
to do, the hospitals finally sued 
for a motion of declaratory judg- 
ment. 

Defendants named were the 
State Board of Medical Examin- 
ers, Iowa Association of Pathol- 
ogists and the Attorney General 
of lowa. 

Prior to the trial, the Iowa 
State Medical Society asked to 
intervene on the side of the de- 
fendants. In its petition, which 
Was granted by the court, the 
medical society contended, that 
were the hospitals to win the suit, 
it would “constitute a legal recog- 
nition of the right of hospitals, 
through employees or otherwise, 
to engage in the practice of med- 
icine .. . and that such legal rec- 
ognition will extend to the entire 
field of medicine and _ surgical 
practice... The Iowa Radiolog- 
ical Society has also become an 
intervenor. 

The defendants’ answer to the 
suit insisted that the contract ar- 
rangements with specialists consti- 
tuted the practice of medicine and 
said that the hospitals could ‘“‘con- 
duct the operation legally and 
without practicing medicine and 
without increased cost to the gen- 
eral public, but have refused to 
adjust their operations so to do.” 

The plaintiffs feel that this case 
is an important one to all hospi- 
tals for the judge will be confront- 
ed with defining what constitutes 
the practice of medicine. 


148 


Present Parade of Successful Projects 


A panel, with a nurse and an administrator taking the affirmative and 
a similar team taking the opposite view, on the question—Are nurses paid 
enough ?—provided a lively opening for the eighteenth annual Southeast- 
ern Hospital Conference, April 20-22, at Atlanta. With no winner declared 


because of the cogency of the argu- 
ments presented by both teams, the 


participants, the moderator and 


the audience concurred that there 
are two sides to this question and 
no one factor on either side should 
be ignored or overlooked. 

Upholding the affirmative were 
D. O. McClusky Jr., administrator 
of Druid City Hospital, Tusca- 
loosa, Ala., and Mrs. Maria Haw- 
kins, R.N., director of the School 
of Nursing of Mobile (Ala.) In- 
firmary. On the negative team 
were Janet Geister, R.N., of Chi- 
cago, and Dr. Frank Tripp, gen- 
eral superintendent of Southern 
Baptist Hospital, New Orleans, La. 

Final registration figures showed 
1,750 persons attended the hos- 
pital sessions. | 

Ray E. Brown, AHA president- 
elect, presenting an _ evaluation 
following the nursing debate, out- 
lined the various steps that could 
be taken to help reduce hospital 
operating costs and improve effi- 
ciency. He said that such effort 
might result in savings that could 
be used for increasing nursing 
salaries. 

One area in which efficiency 
could be improved, according to 
Mr. Brown, is on the nursing unit 
where dietary and housekeeping 
personnel perform functions and 


are not under the supervision of 
the head nurse of the unit. He 
termed this “fractionalization” and | 
said that working time could be 
utilized more fully if these people 
received their assignments from 
the head nurse. A study in this 
area is now being made at the 
University of Chicago Clinics, he 
said. | 

A parade of successful projects 
—one from each of the six states 
composing the conference—pro- 
vided one full session. The devel- 
opment of the Jefferson-Hillman 
Hospital into a medical center to 
receive patients from all other 
Alabama hospitals was described 
by Matthew F. McNulty Jr., ad- 
ministrator of the center. 

Harold Steadman, administra- 
tive resident of Baptist Hospital, 
Pensacola, Fla., traced the steps 
in establishing a credit union at 
that hospital, stressing the power- 
ful factor this project has been in 
boosting employee morale. He rec- 
ommended that all hospitals ex- 
plore this area of personnel rela- 
tions. 

A folding cot that fits under the 
regular hospital bed was described 
by B. L. King, administrator of 
Northeast Mississippi Hospital, 
Booneville. This cot solved a 


NEW OFFICERS of the Southeastern Hospital Conference elected at the group's recent 
meeting in Atlanta are (from left): president-elect, R. G. Ramsay Jr., administrator of the 
Gartly-Ramsay Hospital, Memphis: president, D. O. McClusky Jr.. administrator of the 
Druid City Hospital, Tuscaloosa, Ala., and executive secretary-treasurer, Pat N. Groner, 
administrator of Baptist Hospital, Pensacola, Fila. Total attendance at the meet was !,750. 


HOSPITALS 


3 
A 
| 


“M. word... 
such pe eck = | 


ts/ 


re 


4 
4 
4 
<# 


dispensable to good continuous 
management control. In this re- 
gard, he said that the extra cost 
of hiring qualified individuals is 
very minor compared to the money 
these persons save and the quality 
of the results they can attain. 


Hearings Began May 19 
On lowa Specialists’ Dispute 


Trial of the suit brought by 
the Iowa Hospital Association and 


34 lowa hospitals in the dispute © 


with certain specialists began in 
the District Court of Iowa, Des 
Moines, May 19. 

The suit asks the court to over- 
rule an opinion by the Iowa At- 
torney General in which he held 
that hospitals are prohibited by 
the state medical practice act from 
employing specialists to render 
radiologic or pathologic services. 
His ruling banned both straight 
salary and pereentage arrange- 
ments. 

Contending that this opinion for- 
bade hospitals from doing things 
which other laws require them 
to do, the hospitals finally sued 
for a motion of declaratory judg- 
ment. 

Defendants named were the 
State Board of Medical Examin- 
ers, Iowa Association of Pathol- 
ogists and the Attorney General 
of lowa. 

Prior to the trial, the Iowa 
State Medical Society asked to 
intervene on the side of the de- 
fendants. In its petition, which 
Was granted by the court, the 
medical society contended, that 
were the hospitals to win the suit, 
it would “constitute a legal recog- 
nition of the right of hospitals, 
through employees or otherwise, 
to engage in the practice of med- 
icine ... and that such legal rec- 
ognition will extend to the entire 
field of medicine and_ surgical 
practice... The Iowa Radiolog- 
ical Society has also become an 
intervenor. 

The defendants’ answer to the 
suit insisted that the contract ar- 
rangements with specialists consti- 
tuted the practice of medicine and 
said that the hospitals could “con- 
duct the operation legally and 
without practicing medicine and 
without increased cost to the gen- 
eral public, but have refused to 
adjust their operations so to do.” 

The plaintiffs feel that this case 
is an important one to all hospi- 
tals for the judge will be confront- 
ed with defining what constitutes 
the practice of medicine. 
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Present Parade of Successful Projects 


A panel, with a nurse and an administrator taking the affirmative and 
a similar team taking the opposite view, on the question—Are nurses paid 
enough?—provided a lively opening for the eighteenth annual Southeast- 
ern Hospital Conference, April 20-22, at Atlanta. With no winner declared 


because of the cogency of the argu- 
ments presented by both teams, the 
participants, the moderator and 
the audience concurred that there 
are two sides to this question and 
no one factor on either side should 
be ignored or overlooked. 

Upholding the affirmative were 
D. O. McClusky Jr., administrator 
of Druid City Hospital, Tusca- 
loosa, Ala.. and Mrs. Maria Haw- 
kins, R.N., director of the School 
of Nursing of Mobile (Ala.) In- 
firmary. On the negative team 
were Janet Geister, R.N., of Chi- 
cago, and Dr. Frank Tripp, gen- 
eral superintendent of Southern 
Baptist Hospital, New Orleans, La. 

Final registration figures showed 
1,750 persons attended the hos- 
pital sessions. 

Ray E. Brown, AHA president- 
elect, presenting an _ evaluation 
following the nursing debate, out- 
lined the various steps that could 
be taken to help reduce hospital 
operating costs and improve effi- 
ciency. He said that such effort 


might result in savings that could 


be used for increasing nursing 
salaries. 
One area in which efficiency 
could be improved, according to 
Mr. Brown, is on the nursing unit 
where dietary and housekeeping 
personnel perform functions and 


are not under the supervision of 
the head nurse of the unit. He 
termed this “fractionalization” and 
said that working time could be 
utilized more fully if these people 
received their assignments from 
the head nurse. A study in this 
area is now being made at the 
University of Chicago Clinics, he 
said. | 

_A parade of successful projects | 
—one from each of the six states 
composing the conference—pro- 
vided one full session. The devel- 
opment of the Jefferson-Hillman 
Hospital into a medical center to 
receive patients from all other 
Alabama hospitals was described 
by Matthew F. McNulty Jr., ad- 
ministrator of the center. 

Harold Steadman, administra- 
tive resident of Baptist Hospital, 
Pensacola, Fla., traced the steps 
in establishing a credit union at 
that hospital, stressing the power- 


- ful factor this project has been in 


boosting employee morale. He rec- 
ommended that all hospitals ex- 
plore this area of. personnel rela- 
tions. 

A folding cot that fits under the 
regular hospital bed was described 
by B. L. King, administrator of 
Northeast Mississippi Hospital, 
Booneville. This cot solved a 


NEW OFFICERS of the Southeastern Hospital Conference elected at the group's recent 
meeting in Atlanta are (from left): president-elect, R. G. Ramsay Jr., administrator of the 
Gartly-Ramsay Hospital, Memphis; president, D. O. McClusky Jr.. administrator of the 


Druid City Hospital, Tuscaloosa, 


Ala., and executive secretory-treasurer, Pat N.. Groner, 


administrator of Baptist Hospital, Pensacola, Fla. Total attendance at the meet was |,750. 
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/ | HE primary purpose of taking new- 

born footprints is to establish legal, 
lifetime identification, which protects the 
hospital by providing evidence of each 
new-born’s identity. As the FBI has stated 
“The purpose of taking footprints is to 


provide a permanent recotd of individu- 


ality so that in the event a question should 
arise later as to the identity of the child 
and its mother, conclusive proof of its 
identity can be offered. The footprints of 
the infant, therefore, should be taken at 
birth.”* Yet, even today, hospitals are 
taking thousands of baby footprints that 
have little, if any, identification value. This 
is because the old-fashioned methods that 
were originally designed to take prints of 
thick, coarse adult skin are being used to 
take prints of soft, delicate baby skin. This, 
of course, results in footprints that are 
heavy, filled-in blobs of ink, unsuitable 
for identification. And that is why the 
revolutionary Hollister FootPrinter was 
developed. 


Hollister, 


GOOOWILL BUILDERS FOR HOSPITALS 


FRANKLIN C. HOLLISTER COMPANY 
833 N. ORLEANS ST. + CHICAGO 10, ILLINOIS 


Please send to me, by return mail, a complete 
FootPrinter (case and dry plate), plus 3 extra 
replacement plates (enough for total of 600 
prints), and sample Kromekote paper, for only 
$17.50 instead of the regular price of $19.25. 


This is a true reproduction of a baby’s 


footprint taken with the Hollister Foot-. 
Printer. Note how clear it is under high 
magnification. 


wow 


- 


Why is the new Hollister FootPrinter revolutionary ? 


- First— it embodies an important, 


unique principle of taking prints — 
it uses a special dry plate instead of 
a wet and soppy ink pad or messy 
glass and ink roller. Instead of a 
thick coating of ink this new dry 
plate puts a light, very even film of 
color on the infant's microscopi- 
cally fine skin. Then, when the print 
is taken, each tiny whorl and line 
can be clearly and perfectly repro- 
duced. 


Second -research proved that in or- 
der to get the perfect print made 
possible by the new dry plate 
method, the print had to be placed 
on paper that is smoother than the 
baby’s fine skin. Ordinary paper 
isn't smooth enough to print an 
exact reproduction of the baby’s fine 
skin. For this reason, prints taken 
with the Hollister FootPrinter are 
placed on glossy Kromekote paper, 


which furnishes lifetime identifica- 
tion for permanent hospital records. 
And further, Hollister-taken prints 
on Kromekote paper can be easily 
microfilmed because each little whorl 
and line is so clearly distinct. 


Beyond this, with the Hollister 
FootPrinter nurses can take prints 
in seconds—instead of minutes. 
They do it by merely pressing the 
newborn's foot lightly against the 
sensitive dry plate — then taking the 
print. And that’s all! It does away 
with the mess and bother of smeary 
tubes and messy pads of ink. And 
the baby’s foot stays practically clean, 
as do the busy nurse's hands. There’s 
no difficult wash-up of baby’s foot. 
The dry plate fits snugly into a 
sturdy plastic case and will take 150 
prints. Then, when the plate’s color 


_ is. used up, it can be discarded and 


replaced with a fresh plate. 


We've made it easy for you to get a Hollister FootPrinter at a special 
introductory price. We suggest you take advantage of this offer as quickly 


as possible. Read the coupon below. 


*FBI Law Enforcement Bulletin, January, 1945 
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problem in providing accommoda- 


tions to overnight visitors and 
has proved a valuable public rela- 
tions tool. The nominal charge 
made for this service has paid for 
the purchase of the equipment and 
the hospital. is now realizing a 
slight profit from it, said the 
speaker. 

The 110-bed Tri-County Hospi- 
tal at Fort Oglethorpe, which 
serves three north Georgia coun- 
ties, was offered as evidence that 
other counties might “join together 
and establish one hospital instead 


of multiple hospitals.”” The hospi- 


tal was built under the Hill- 
Burton . program at a cost of 
$1,122,000, with the people in the 
three counties contributing to the 
construction and equipment costs. 
In the closing session, Ben 
Graham of the Standard Register 
Company, through simple illustra- 
tions of work simplifications and 
slide presentations, outlined how 
to go about inaugurating a meth- 
ods improvement program, some of 
the pitfalls to be avoided and the 
need for getting complete codper- 
ation from personnel if any such 
program is to be successful. 


D. O. McClusky Jr., adminis- 
trator of Druid City Hospital, Tus- 


caloosa, Ala., was installed as pres- 


ident by John W. Gill, outgoing 


president. R. G. Ramsay Jr., ad- 


ministrator of Gartly-Ramsay Hos- 
pital, Memphis, Tenn., was chosen 
president-elect. R. E. Blue, assist- 
ant administrator of the Willis- 
Knighton Memorial Hospital, 
Shreveport, La., was elected first 
vice president and Pat N. Groner, 
administrator of Baptist Hospital, 
Pensacola, Fla., is executive secre- 
tary-treasurer. 3 


NLN Endorses Statement 
On Psychiatric Aide Licensure 


Two years ago the practical 
nurses sought and gained mem- 
bership in the fold of profession- 
al nurses. At the second biennial 
meeting of the National League 
for Nursing in St. Louis last 
month, the psychiatric aide sought 
a place in the professional ranks 
of nursing. 


A band of approximately 100,000, 


the psychiatric aides are vigor- 


ously seeking licensure in many 
states. Tuesday afternoon’s meet- 
ing of the NLN Council on Psy- 
chiatric and Mental Health Nurs- 
ing was a heated debate on wheth- 
er or not the psychiatric aide 
should be prepared for licensure 
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as a practical nurse. Then the 
council presented and endorsed 
the following two-fold statement 
on the education and licensure 
of psychiatric aides: 

1. Psychiatric aides are practi- 
tioners of nursing and should be 
prepared to work with profession- 
al nurse supervision. 

2. The aides should be licensed 
under one law in each state, but 
that legislative programs toward 
aide licensure should be deferred 
until the functions of the aide 
are defined and minimum stan- 


dards for educational preparation 
are determined. 


With the endorsement of prep- 
aration of pre-service educational 
programs for aides, the New York 
delegation rose to defend the bulk 
of aides in their service who could 
not posibly meet educational stan- 
dards set up by the council. 

The much-awaited League ac- 
tion on the “Tentative Statement 
on Nursing Education” has been 
deferred until 1957, for further 
study. During the next biennium 
a special committee of the NLN 


> One third of the infants who died in New York City 
in 1950 before or within one month after birth died 
because of shortcomings in their care or for lack 


_ of the best possible care. 


= The national perinatal death rate has remained al- 
most stationary in recent years despite a reduction 
in the death rate of children under a year. 


If these facts concern you, 


read: 


Perinatal Mortality 
in New York City 


A Study of 955 Deaths by the 


RESPONSIBLE FACTORS 


on Neonatal Mortality, Com- 


mittee on Public Health Relations, The New York Academy of Medicine 


The data of this study are exam- 


ined in respect to intercurrent 
disease and complications of preg- 


nancy; the amount of medical care 


before and after delivery; the qual- 
ity of medical care in delivery: and 
negligence or ill-judged actions by 
the family. 


The study — with its implications 
for the improvement of these fac- 
tors—is of importance to all physi- 
cians and institutions, the country 
over, who are concerned with the 


newborn. 112 pages, 67 tables. 


Published June 6 — Price $2.50 


Combridge 38 


At Your Bookstore, or 


A COMMONWEALTH FUND BOOK 
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board of directors recommends 
that all national, regional and local 
nursing leagues, councils and com- 
mittees carefully study, compare 
and evaluate the 1953 “Tentative 
Statement” with the 1950 one, 
“Principles Relating to Organiza- 
tion, Control and Administration 
on Nursing Education,’ adopted 
by the National League for Nurs- 
ing Education. 

The Division of Nursing Educa- 
tion also took action on the future 
status of the temporary accredita- 
tion program for schools of nurs- 
ing. The division’s subcommittee 
recommended and its Steering 
Committee approved that the cut- 
off point for temporary accredita- 
tion be January 1, 1958, but that 
consideration be given to some 
form of recognition beyond 1957 
for those schools making reason- 
able progress toward full accred- 
itation. 

Several hundred delegates jam- 
med the Convention Hall on Thurs- 
day afternoon to search out a “yes 
or no” on the success of the two- 
year professional nurse training 
program. Mildred L. Montag, R.N., 
associate professor, Division of 
Nursing Education, Teachers Col- 
lege, Columbia University, report- 
ed that to date there are 21 grad- 
uates of the two-year, pilot course, 
17 of whom have passed the state 
boards. Their ratings are above 
the norm. Miss Montag warned, 
however, that no definite conclu- 
sions can be drawn from such a 
small number of graduates. 

Another hope for meeting the 
acute nursing shortage looms on 
the horizon as junior college rep- 
resentatives reaffirmed their belief 
that the two-year college can play 
an important role in nursing edu- 
cation. Ralph R. Fields, junior col- 
lege representative on the NLN 
committee with the American As- 
sociation of Junior Colleges, said 
that the junior college offers the 
student an opportunity in nursing 
through the same _ educational 
route as those training for other 
professions, participation in col- 
lege activities, and the advantages 
of a broad cultural curriculum. He 
also believes the college will reap 
benefits from this group of ear- 
nest, keen and dedicated students 
on the college campus. 

The 1955-57 plans of the NLN 
Department of Hospital Nursing 
include: continuation of the AHA- 
NLN institute program and teach- 
er-trainer institutes for nursing 
aides, establishment of institutes 
for operating room nursing in- 


structors on the state level, and 
the development of staffing pat- 
terns and requirements, nursing 
service administration materials, 
work simplification programs, and 
“middle management” standards 
and requirements. 

At the closing session on Friday 
morning, the names of the NLN 
officers were announced: presi- 
dent, Ruth H. Freeman, associate 
professor of public health admin- 
istration, Johns Hopkins Univer- 
sity, Baltimore; first vice presi- 
dent, Mildred I. Lorentz, director 
of nurses, Michael Reese Hospital, 
Chicago; second vice president, 
Mrs. Charles B. Gleason, presi- 
dent of the Visiting Nurse Asso- 


ciation, Milwaukee; third vice © 


president, Ruth E. TeLinde, exec- 
utive director of the Visiting Nurse 
Association; and treasurer, Ed- 
ward H. Spencer, member of the 
law firm, Sage, Gray, Todd and 
Sims, New York City. 


Canadian Hospital Meeting 
Attended by 250 | 


Two hundred and fifty delegates 
and visitors convened in Ottawa, 
Canada, May 9-11, for the 13th 
biennial meeting of the Canadian 
Hospital Association. 

Highlights of the three-day 
meeting were sessions on accred- 
itation, nursing and future of the 
hospital in the over-all health pro- 
gram. Dr. Kirk Lyon of Leaming- 
ton, Ont., chairman of the Cana- 
dian Commission on Hospital 
Accreditation, gave an outstand- 
ing address on accreditation in 
Canada and Dr. A. Lorne C. Gilday 
renewed the work of the Canadian 
Hospital Association, in the field 
of accreditation since the last CHA 
meeting. 

On Tuesday afternoon a panel 
under the chairmanship of M. 
Pearl Stiver, general secretary of 
the Canadian Nurses’ Association, 
discussed trends in nursing educa- 
tion and nursing service in Canada. 
Marjorie Russell, nursing consult- 
ant of the Department of Veterans 
Affairs, reviewed the training pro- 
grams for nursing assistants and 
pointed out the need for more 
uniformity in nomenclature and 
training for this group throughout 
Canada. Miss Russell reported that 


the nursing assistant as a group 


was now well established in Can- 
ada and was performing a valuable 
service in hospitals. 

Edith G. Young, director of 
nursing at the Ottawa (Ont.) Civic 


Hospital, outlined the head nurse 


study at her hospital. The study 


was conducted by the Department 
of National Health and Welfare 
at the request of the Canadian 
Nurses’ Association. The study re- 
vealed that only 57 per cent of 
the head nurse’s time fell into 
the category of head nurse super- 
vision. 

Gladys Sharpe, director of nurs- 
ing of the Atkinson School of 
Nursing at Toronto (Ont.) West- 
ern Hospital, reported on the 
school’s experimental, two-year 
curriculum for student nurses. 

The report, which was published 
just prior to the conference, shows 
that when a school of nursing has 
complete control of the students’ 
time for education purposes, it 
was possible to give the usual 
three-year curriculum in a two- 
year period. 

The report indicated that stu- 
dents from the Atkinson School of 
Nursing in writing their examina- 
tions at the end of the second year 
obtained standings appreciably 
higher than the average student 
from four other hospital schools on 
a three-year curriculum. 

Frances McQuarrie, educational 
secretary of the Canadian Nurses’ 
Association, reviewed the central- 
ized lecture program for nurses in 
Saskatchewan. The program, de- 
signed to assist smaller nursing 
schools, provides a_ centralized 
course of instruction in the basic 
science subjects at two university 
centers in the province during the 
preclinical term. Marjorie Russell 
stated she believed that the report 
was favorable. 

Prof. Malcolm G. Taylor of the 
University of Toronto, one of Can- 
ada’s outstanding authorities on 
health economics, gave a very in- 
structive address on the future of 
the hospital in the over-all health 
program. Professor Taylor pointed 
out that the hospital field has at- 
tracted the foremost thinkers for 
social advancement. The commu- 
nity must look to hospital people 
for leadership in providing the 


means of caring for the chronic- 


ally ill and in rehabilitation. 


At the business session on Tues- | 


day, the following officers were 
elected: President, Dr. J. Gilbert 
Turner, executive director of the 
Royal Victoria Hospital, Montreal, 
Que.; first vice president, Dr. D. F. 
W. Porter, executive director of 
the Moncton (N. B.) Hospital; 
second vice president, Rt. Rev. 
John Fullerton, D.P., director of 
Catholic Charities, Toronto, Ont., 
and treasurer, Dr. A. L. C. Gilday, 
Montreal, Que. 
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Second Public Education Program Begins In June 


‘During June the second year 
of the Blue Cross and Blue 
Shield program of public educa- 
tion through national advertising 
will. begin. 

For Blue Cross and Blue Shield 
Plans, the program is aimed at 
educating the public through the 
media of national magazines in 
the unique and distinctive features 


of Blue Cross and Blue Shield, 


voluntary, prepayment, hospital 
and medical-surgical services. 

_Prior to 1953—when Blue Cross 
and Blue Shield Plans voted of- 
ficially to sponsor an extensive na- 
tional advertising program—both 
Plans had witnessed nearly spon- 
taneous growths in memberships. 
Both Blue Cross for hospitali- 
zation and Blue Shield for surgi- 
cal-medical care pioneered in the 
prepayment fields and generally 
found immediate public accept- 
ance. Blue Cross, started in 1929, 
had more than 41 million mem- 
bers by 1953. And Blue Shield, 
dating from 1939, had member- 
ships totaling more than 25 mil- 
lion in 1953. 

But both Blue Cross and Blue 
Shield—despite their spectacular 
growths on the local Plan level 
—saw the need to expand nation- 
ally and to gain further recogni- 
tion as a major socio-economic 
movement in America. 

Blue Cross and Blue Shield 
Plans felt that through educa- 
tional advertising in magazines, 
which reach potential audiences 


numbering in the millions, they 


would have an “umbrella” under 
which they could accelerate their 
enrollment and promotional pro- 
grams. 

Early in 1954, the J. Walter 
Thompson Company—the firm 
handling the advertising program 
—carried out a pre-advertising 
study of public knowledge of and 
attitudes toward Blue Cross and 
Blue Shield. Some 6,000 families 
were interviewed during the sur- 


vey. That survey revealed some. 


significant areas in which Blue 
Cross and Blue Shield members 
had little information. Some of 
those areas were: 
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(1) Only 60 per cent of Blue 
Cross members interviewed knew 
that Blue Cross is sponsored by 
the American Hospital Associa- 
tion. | 

(2) Only 45 per cent of mem- 
bers interviewed realized that 
Blue Cross is .nonprofit. Of Blue 
Shield members, a total of 62 per 
cent knew Blue Shield was non- 
profit. | 

While many of those interview- 
ed felt that Blue Cross and Blue 
Shield offered the best security 
against hospital and medical bills, 
many didn’t understand the dif- 
ference between service benefits 
and cash indemnities. 

The Blue Cross Commission, 
through Social Research, Inc. of 
Chicago, sponsored a study early 


in 1955 on “Attitudes Toward 


Health Plans’—Blue Cross and 
Blue Shield in particular. Again, 
the survey revealed areas of mis- 
understanding by both members 
and nonmembers. 

Generally, the survey indicated 
that while Blue Cross and Blue 
Shield are widely known, few 
people know exactly what either 
Blue Cross and Blue Shield really 
provide, 

For instance, only a few per- 
sons interviewed _recognized the 
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relationship between Blue Cross 
and Blue Shield Plans. Most peo- 
ple felt two Plans were cumber- 
some and unnecessary. They were 
inclined .to think of protection 
for hospital bills and doctor bills 
as a single need and couldn’t un- 
derstand why two Plans existed. 

“Nonprofit” was confusing to 
many people interviewed. Some 
said they really didn’t believe 
that nonprofit organizations are 
nonprofit. 

These areas of misunderstand- 
ing have been the targets of the 
national advertising program. 

During 1954, the program had 
a three-fold target: 

1. To bring the Blue Cross and 
Blue Shield emblem before the 
widest number of people. 

2. To increase understanding of 
Blue Cross and Blue Shield in 
the minds of the largest number 
of people. 

3. To clarify the difference be- 
tween Blue Cross and Blue Shield 
and commercial insurance com- 
panies. 

A total of 25 advertisements, 
appearing in such national maga- 
zines as Life, Look, Saturday Eve- 
ning Post, Fortune and Business 
Week had an estimated reading 
public of 70 million persons dur- 


BLUE SHIELD. 


NEW FORMAT of the 1955-56 national Blue Cross-Blue Shield advertisements pictured above 
is designed to correlate the two groups more closely yet permitting each to retain its identity. 
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ing 1954. Each advertisement em- 
phasized the Blue Cross relation- 
ship to the American Hospital 
Association or the Blue Shield- 
physician relationship. The non- 
profit community service character 
of both Blue Cross and Blue Shield 
was reiterated in every ad. And 
finally, the national significance of 
Blue Cross and Blue Shield as vi- 
tal social-economic movements 
was highlighted before the Amer- 
ican reader. 

Effects of the national advertis- 
ing campaign are seen through the 
Plans’ stepped-up promofional ac- 
tivities. Since the national adver- 
tising program started, 20 Plans 
report using more television dur- 
ing the year. Eighteen are using 
more radio; 29 have scheduled 
more newspaper space. Nineteen 
are using more direct mail pieces. 
Many additional Plans report using 
other special advertising media, 


such as car cards, outdoor adver- 
tising and handbills. 

The 1955-56 advertisements will 
stress the AHA-Blue Cross rela- 
tionship, the Blue Shield-physi- 
cian relationship, the community 
service aspect of both Plans, and 
their national significance. 

The schedule for 1955-56 in- 


cludes nine advertisements in Life, 


Look and Saturday Evening Post; 
12 in Editor and Publisher and The 
American Press. Another series 
of ads will be directed toward 
management. Participating Blue 
Cross Plans contribute 15/100 of 
one per cent of 1952 earned sub- 
scription income. Blue Shield Plans 
contribute 15/100 per cent of one 
per cent of 1954 earned subscrip- 
tion income to help finance the 
campaign. 

A new format will be used dur- 
ing 1955-56 to correlate Blue Cross 
and Blue Shield more closely 


while permitting each to maintain 
its identity. Two completely sepa- 
rate advertisements (see page 151) 
—a Blue Cross ad’*6n the left-hand 
page and a Blue Shield ad on the 
right will be used. The two ad- 
vertisements will be separated by 
two columns of editorial matter. 
By advertising the two services 
side by side, readers will see in- 
stantly the separate but comple- 
mentary role each plays—one in 
paying hospital bills, the other in 
meeting medical-surgical costs. 
The problems of public ignor- 
ance and misunderstanding of 
Blue Cross and Blue Shield may 
continue to exist. But the national 
advertising campaign is making 
headway in bringing knowledge 
to the public of the vital force the 
two, voluntary, prepayment Plans 


- are in obtaining better health care 


for Americans at the lowest pos- 
sible cost. 


Please schedule the following advertisement for the__ 


Classified Advertising 
can do a job for you, too! 


Classified Advertising Department 
HOSPITALS, Journal of the American Hospital Association 
18 E. Division St., Chicago 10, Illinois 


issue(s) of HOSPITALS 


Bill the Hospital 


Check or Money Order Enclosed 


City & State 


Here's information on this low-cost service 


- Twenty cents a word; minimum charge $3.50 per insertion. 
Deadline: 10th of month preceding publication date. 
Clip and mail to HOSPITALS, 18 E. Division St., Chicago 10, Illinois. 
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ADMISSION-STAY 


The admission rate during March 
was 145 inpatients per 1,000 members. 
This marks an increase of eight per 
1,000 members over the experience 
of the previous month. 

The average length of stay for hos- 
pitalized Blue Cross members in- 
creased from 7.38 days in January to 
7.63 days in February. 

Blue Cross Plans provided an 
average of 1,058 days per 1,000 mem- 
bers in February. This marks an in- 
crease of 179 days per 1,000 members 
over the January experience. The 
February statistic on inpatients per 
1,000 members is the highest in Blue 
Cross history. 


CURRENT LISTING OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


CALIFORNIA 
Los Angeles—Kaiser Foundation Hospital 


FLORIDA 
New Smyrna Beach—Fish Memorial Hos- 
pital 
GEORGIA 


Decatur—The Scottish 
Crippled Children 


INDIANA 


Knox—Starke County Memorial Hospital 
Lafa Wabash Valley Sanitarium and 
osp 


te “Hospital for 


. KENTUCKY 
Carlisle—Nicholas County Hospital 


MARYLAND 
Baltimore—The Hospital Council, Inc. 
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OHIO 
Grecn Springs—Oak Ridge Sanatorium 


OREGON 
McMinnville—General Hospital 
TEXAS 
Springs—Steed Hospital 


WASHINGTON 
Auburn—Auburn General Hospital 


ALASKA 
Bethel—Bethel Hospital 
FOREIGN 
Manila, P. I-The American Hospital 
PERSONAL 


Jr.. Alfred J.—Adm.—The Edward 
cCready Memorial Hospital—cCris- 
field, Md. 


Conlin, John F.—Supt.—Boston City 


ospita 


' Daniels, R.N.. Amy J.—Hosp. Consult.— 


Mass. 

Dick R.N.. Glenn A.—Adm.—Corning 
(Calif. ) Memorial Hospital 

Domina, — Lt. Col. Donald E.—Exec. 
onf.—U. on Hos Heidelberg— 
APO or 


State Hospital 

Maney Jr., MSC, 2nd Lt. Thomas J.—-Hosp. 
Treas.—U. S. Army Hospital—Fort Leon- 
ard W . Me. 

Massue, Gaspard—Dir. of Adm. Services-—. 
— Sainte-Justine—Montreal, Que., 

an. 

McDowell, Dr. Douglas B.—Med. Supt.— 

William J. Seymour Hospital—Eloise, 


ich. 
Mother M. Hilary—Prov. Sup.—Sisters of 
the Holy Cross—Western Province—Og- 
den, Utah 


NOW! This New 


Gleaming, Attractive 


Water bottle unbreakable... 


VOLLRATH 


stainless steel 


Bedside Set 


3-pc. Bedside Set includes: 
No. 6841 — Water Bottle, | at. cap. 
No. 6847 — Tumbler, 7 oz. cop. 

. 8110 Tray, 10% 6% in. 


will not impart any “foreign” taste 
Good looks and good service go hand in hand with this wonderful 
Vollrath stainless steel Bedside Set. Its gleaming finish lasts through 


the years. 


. the sturdy steel takes the bumps in stride. And nothing 


is easier to keep sterile than stainless steel! Write us for complete 


information today. 


First in STEEL Utensils 
Stainless Steel and 
Porcelain Enameled Steel 


SINCE 1874 


“Vollrath 


Shy 
§BOYGAN 
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Starr, Donald A.—Asst. Adm.—Scott and 
White Memorial Hospitals—Temple, Tex. 
Sumption, R.N.. Mrs. Kathleen Q.—Adm 
Health Ww 
Torres, Dr. Carlos Zamarr 
exicano del Seguro So- 
DF... Mexico 
Vazquez, Dr. Samuel Gutierrez—Asesor 
‘Guaies de la Comision de Planeacion 
del Seguro Social—Mexi 
D.F., Mexico 
Lloyd—Bus. Mgr << Val- 
ital—Charleston, W. Va. 
Liston A. Dir.—Harbor 
General Hospital—Torrance, 
Witzeman, Leonard F.—Contr.—Williams- 
port (Pa.) Hospital 


NEW AUXILIARY MEMBERS 
Women’s Auxiliary of Memorial Hospital, 
Modesto, Calif 


Women's ‘Auxilia of the Southern Ne- 
vada Memorial Hospital, Las Vegas 
Combined of Me- 


, H ital, J. 
Aid Association of of St. 1 Hos- 
pital, Brook! n, 
omen’s Auxiliary ihe Iredell Memorial 
Hospital, Statesville, N. C. 
Hospital ‘Auxiliary, El Reno, 


The Women’s Auxiliary of the Hood River 
(Ore.) Memorial H tal 
Woman's of per Basin Gen- 
, Copperhill, Tenn. 
ital Women’s Auxiliary, 


Hospital association meetings 
(Continued from page 6) 


Accounting and Business Practices for Small 
Hospitals institute—June 27-July |: At- 
lanta (Emory University) 


Hospital Pharmacy Institute—August 22-26; 


Atlanta {Emory University) 

Night and Evening Nursing Service Institute 
—September 26-28; Boston (Somerset) 
Hospital Purchasing Institute—October 10- 

14; Boston (Somerset) 
Safety Institute ond Workshop—October 
17-21: Washington D. C. (Sheraton Park) 
Operating Problems for Smal! Hospitals In. 
20-21; Albuquerque [(Hil- 
ton 


Central Service Administration Institute— 
October 24-27; New Orleans (St. Charles} 

Workshop on Organization Planning Insti- 
tute — October 24-28; Highland Park 
{Moraine) 

Administrators’ Secretaries Institute—Octo- 
ber 3!-November 3; Chicago (Knicker- 
bocker}) 

Workshop on Supervisory Training—-Novem- 
ber 7-11; Cincinnati (Netherlands Plaza) 

Dietary Department Administration Insti- 
tute—-November 7-|!; Seattle (Olympic) 

Physical Therapy Institute—November 7-1 |: 
Philadelphia (Drake) 


Accounting and Business Practices for Small. 


Hospitals Institute—November /4-/8; 
Seattie (Benjamin Franklin) 
Housekeeping iInstitute—November 1/4-/8: 
Philadelphia (Beldon Stratford) 
Nursing Service Administration Institute— 
November 28-December 2; Minneapolis 
{Radisson} 


relax, stimulating flow of milk. 


325 W Huron 


Burrows BREAST PUMP 


“NATURE'S WAY" 


Only Burrows electric breast pump imitates nature with intermittent suction. No 
irritation. Empties breast naturally, safely. Quiet, gentile. Allows patient to 


Easy to clean—<cannot contaminate. 
Weighs |? ibs.—nurse can easily carry. 
Safe—ali moving parts enclosed. 


The finest breast pump mode—PRICED TO SAVE YOU MONEY 
Write For Circular 


THE BURROWS co. 


SUPERIOR HOSPITAL SUPPLIES 


Chicago 10. Hlinois 


Hospitals are the core of 
civil defense planning 


(Continued from page 60) 


ample by increasing its inventories 
of supplies and equipment that 
would normally be needed in an 
emergency. With this evidence of 
interest, the hospital has a good 
talking point for asking the local 
civil defense council to allocate a 
portion of its budget to stockpiling 
through the matching fund pro- 
gram. If no funds are available, 
the need should be presented to 
local government officials and 
pointed out to the public when- 
ever an opportunity is afforded. 
Here, too, judgment is required in 
deciding how much must be stock- 
piled. If provision is being made in 
your state to store quantities of 
supplies and equipment at dis- 
persed points, the amount needed 
locally will not be so great. 

If hospitals would work out 
their program with their local 
defense council, they could requi- 
sition supplies as we have done. 


We have received 96 cases. of 


supplies, including hundreds of 


_jtems essential to a civil defense 


emergency. Forty-eight cases have 
been distributed to our 150-bed 
emergency hospital (Perth Amboy 
Fire Department First Aid Squad 
Headquarters) on the advice of 
medical members of the local de- 
fense council. The hospital, too, 
has recently requisitioned 15 ad- 
ditional rollaway cots which it 
hopes the council will approve so 
that our unit may be enlarged. 


CONCLUSION 


This is a guide as to’-what hos- 
pitals and hospital administrators 
can do for civil defense. Just 
speaking about the task does not 
perform the job. We in the hospital 
field must start the ball rolling by 
getting our plans in workable 
condition. This will help the civil 
defense effort to gain vigor and 


‘strength throughout the country. 


We all know that the ultimate goal 
cannot be achieved overnight. 
Every accomplishment, however, 
has a beginning—often a very 


humble one. Bit by bit, plans be- 


gin to dovetail and eventually we 
achieve that which we set out to 
do. 
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go & nameplates in 
bronze, aluminum or plas- 


ideal, dignified and most 
effective way to raise 
Style 8 funds for hospitals. 

By acknowledging contri- 
butions in this permanent 
manner you encourage 


write us wow for illustro- 
tions and prices. You'll 


be pleased by this eco- 

Style P nomical and attractive 
way to give permanent 
all sizes. recognition. 


A FEW OF OUR MANY HOSPITAL ACCOUNTS* 


double line border. Available in 


*Baton Rouge Hospital *Kings Daughters Hospital 
*Cerebral Palsy Hospital *Mt. Sinai Hospital 
*Anderson County *Sloan — Institute 
addresses furnished on r 
BRONZE TABLET HEADQUARTER 


UNITED STATES —— SIGN CO., INC. 
570 Broodway New York 12, N. Y. 


tic have been proved the | 


future donors. Why not. 


Lift 
able 


»Cfandard 
WHEEL STRETCHERS 


These efficient and time-saving units are ideal for use in 
Receiving, Emergency, OB, Recovery Room or for simple 
transfer of patients. They eliminate the need for additional 
costly equipment—save transfers and make it possible to 
provide the finest of care for patients with a minimum 
of attendants. 


Write for full information 


HAUSTED 


MANUFACTURING CO. 
MEDINA + OHIO 


BERBECKER 


the name in needles 


Real leadership in any product results 
always from high quality consistently 
maintained. | 

Berbecker Surgeons’ Needles—prod- 
ucts of an English needle-making art 
that goes back many generations, have 
always met the highest standards of de- 
pendability with an ample margin of 
excellence to spare. 

The name “Berbecker” in surgical 
needles means good functional design— 
uniform resiliency—and long service life. 
(Sold only through dealers.) | 


BERBECKER SURGEONS NEEDLES 


Made in England for the Surgeons and Hospitals of America 
BERBECKER & SONS, 15 E. 26th NEW YORK 10 
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KOHLER Electric Plants 


insure stand-by protection 
before the emergency 


When central station power 
is cut off by storm or ac- 
cident, Kohler stand-by 
plants take over critical 
loads automatically. In hos- 
pitals and sanitariums they 
maintain operating room 
and exit lights, nurses’ call 

bells, elevators, 
baby incuba- 
tors, X-rays, 
iron lungs, 
sterilizers Sizes 
1000 watts to 
35 KW, gaso- 
line and Diesel. 
Write for folder 
D-19. 


Model 35881, 35 KW, 120/208 volt AC. 
Remote starting. 


Kohler Co., Kohler, Wisconsin Established 1873 


KORLER or KOHLER 


PLUMBING FIXTURES + HEATING 
ELECTRIC PLANTS « AIR-COOLED ENGINES « PRECISION CONTROLS 


> 


~ 


RAISING | 
Solid cos? bre 

' Raised letters in 
. with stippled o 
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THE ALL-PURPOSE, 
DISPOSABLE 
DRINKING TUBE 


for use in both HOT 
and COLD LIQUIDS 


PATENTED 


ELIMINATES STERILIZATION, 
BREAKAGE ond ACCIDENTS 


SAVES TIME AND MONEY 
e 


BOTH UNWRAPPED AND 
INDIVIDUALLY WRAPPED 

PACKED 500 TO BOX 
20 BOXES TO CASE OF 10,000 


CANADIAN DISTRIBUTORS— 
INGRAM & BELL, LTD. 
HEADQUARTERS, TORONTO 


| ORDER FROM YOUR AREA 
DISTRIBUTOR TODAY 


FLEX-STRAW CO. 


Methods of determining 
turnover costs 
(Continued from page 68) 


tions caused considerable deviation 
from the average. Accession by 
promotion or transfer not only af- 
fected more than one job but also 
tended to increase selection time, 
thus increasing costs. Accession of 
recent graduates of the hospital 
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nursing school, on the other hand, 
reduced the total accession time 
to that of the employment phase 
alone, since these nurses required 
no recruitment, selection, orienta- 
tion or training and learning time. 
It was therefore suggested that 
time estimates for accession under 


special conditions be handled sep- . 


arately on an individual basis 
when spot checking indicates that 
significant variation is present. 


SIMPLIFYING COST CALCULATIONS 


The survey points out that time 
estimates should be distributed and 
totaled according to the break- 
downs chosen before these figures 
are converted from time estimates 
to payroll dollars; unnecessary cal- 
culations will thus be avoided. If 
only a grand total for all turnover 
cost is desired, only one calcula- 
tion for each salary rate involved 
will be required. | 

More elaborate tabulations of 
turnover time and costs may be 
set up in a great variety of ways. 
The choice lies with the individual 
hospital and will depend upon its 
particular turnover patterns and 
problems and the extent of detail 
which seems desirable. Turnover 
costs—per unit as well as total— 
may be calculated by job classi- 
fication (for all phases and/or for 
each phase of turnover) or by 
phase of turnover (for all jobs 
and/or for each job). It may be 
desirable to separate the turnover 
time expended by outgoing and in- 
coming workers from the turnover 
time contributed to the process 
by other workers. 

Review of the preceding article 
and of the various tables present- 
ed may be helpful in choosing the 
breakdown which will be most 
useful in a particular case. It was 
pointed out that the elaborate de- 
tail of the pilot study will sel- 
dom be required. 


SPITALS 


Once the time estimates have 
been set up in their final form, 
it was suggested that a salary rate 
table would be helpful in sim- 
plifying the final calculations for 
each salary level. Such a table 
would list all salary rates, in con- 
secutive order, with the rates bro- 
ken down for appropriate time 
units—month, day, hour and even 
minutes and multiples of a minute. 
The extent of detail required in the 
salary table will of course corres- 
pond somewhat to the extent of 
detail established for the final tab- 
ulations. 

Costs for miscellaneous supplies 
and expenses were found to be 
relatively small—only three per 
cent of total turnover cost. It was 
therefore recommended that these 
costs be figured as a total to be 
redistributed by unit if desired. 


COMPARISONS AMONG HOSPITALS) 


Great variation may be expect- 
ed in estimates of turnover costs 
for individual hospitals; specific 
areas of variation have been noted 


throughout this discussion and in 


the preceding article. These vari- 
ables are of many types, from dif- 
ferences in salary scales in differ- 
ent hospitals and communities to 
differing bases for evaluating a 
worker’s effectiveness. For this 
reason, estimation of costs is a 
valid index of the turnover prob- 
lem in the individual hospital but 
is not a suitable basis for compar- 
ison of turnover in different hos- 
pitals. 

A better index of turnover for 
such comparisons would be turn- 
over rates, if uniform definitions 
and calculations are used by all 
hospitals. Furthermore, turnover 
rates are calculated at regular in- 
tervals and thus are available con- 
tinually for comparisons, while 
turnover costs probably would be 
determined only at infrequent in- 
tervals. 

Turnover rates may be based 
on either terminations or on ac- 
cessions. However, the survey rec- 
ommends the use of the termina- 
tion rate,* which is the more ac- 
curate index of the stability of the 
work force and which is most com-_ 


3. The method of turnover rate deter- 
mination and related definitions are essen- 
tially those adopted by the Association of 
Hospital Personnel Executives of Greater 
New York in 1950, and a e with the con- 
clusions in 1940 of the 4 merican Hospital 
me iation Committee on Personnel Re- 

ons. 


HOSPITALS 


| | roany 
| 
| 


| 
| 


monly employed by hospitals cal- 


culating turnover rates at the 


present time (see “Data and Defi- 
nitions” page 68). 

The turnover rate is a valuable 
index of work force stability when 
calculated regularly for the total 
average work force. It is of much 
greater value when determined for 
each department, or even more 
desirably, for each job classifica- 
tion, thus pinpointing the —. 
areas for investigation. 


_ Activities of the 
Washington Service Bureau 


(Continued from page 74) 


to each of these groups are briefly 
described in the following para- 
graphs. 

The aged portion of our popula- 
tion is increasing and will continue 
to do so. Not only will the number 
of aged increase, but as a group 
the aged will continue to use more 
and more hospital service at a 
time when individual incomes are 
reduced to a fixed amount. The 
problem of providing health care 
for the aged is now paramount, 
affecting the lives of a large 
segment of our population and 
carrying important political con- 
siderations. The joint committee 
believes that the solution to the 
health needs of the aged must 
be found without delay. Failure 
to provide a workable solution 
through voluntary planning could 
lead ‘to an every-increasing amount 
of supervision and control by gov- 
ernment. By voluntary planning 
is meant some degree of coopera- 
tion and sharing of responsibility 
between government, voluntary 
agencies and the aged themselves. 

A second national health prob- 
lem needing immediate attention 
is the provision of health care for 
the unemployed. The joint special 
committee believes that voluntary 
health insurance can be developed 
to meet the health needs of this 
population group during limited 
periods of unemployment. Some 


workable plan must be found which. 


will provide continuity of health 
insurance coverage for workers 
during periods of unemployment. 

The third problem upon which 
the task force has focused atten- 
tion is the health needs of the in- 
digent. It has been pointed out 
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repeatedly that the health needs 


of this group are not uniformly 


met. Some areas have made great 
strides in organization and pay- 
ment for the health services needed 
by the indigent; others have done 
very little. Failure to organize and 


plan for the health needs of these 


people has resulted in making them 
a charge on the limited resources 
of private charity. The lack of 
assured funds to pay for hospital 
eare for the indigent is a serious 
problem and puts an enormous 


drain on the resources of hospitals 
to the detriment of local commu- 
nities. 

The American Hospital Associa- 
tion and the Blue Cross Commis- 
sion joint committee believes that 
with the demonstrated success and 
progress of the voluntary prepay- 
ment principle in meeting public 
health needs over the past years, 
practical solutions with govern- 
ment and private codperation 
can be found to all three prob- 
lems of financing health care. & 


WHAT HAPPENS AFTER TH} _PLEDGES 


A 


report on pledge payments in a Lawson 
Associates Hospital Campaign 


ATE IN 1952, Lawson Associates com- 
pleted its direction of a $1,000,000 
campaign for St. Boniface Hospital, St. 
Boniface, Manitoba, Canada. At the 
close of the campaign, $919,952 had 
been subscribed, and that figure shortly 
rose to $1,105,100. 

At this point, in any campaign, some 
people will wonder: “How much of this 
actually will be received?” 

Mother M. Berthe Dorais, $.G.M., 
Provincial of the Sisters of Charity of 
Montreal, former administratrix of St. 
Boniface Hospital, supplied the answer 
recently. Mother Dorais told us that the 


hospital reported to her as of May l,a ; 


total of $901,000 had been collected. ; 
She said that, based upon the current ; 


rate of payments, the hospital expects 
total cash contributed will exceed 
$1,050,000. 

And Mother Dorais added: 

“HAD IT NOT BEEN FOR THE CAMPAIGN 
IT WOULD HAVE BEEN NECESSARY TO 
SEVERELY CURTAIL THE HOSPITAL EXPAN- 
SION PROGRAM.” 

Lawson Associates believes this state- 
ment is important to you. It tells more 
about our worth to your hospital and 
its funds needs than anything we might 


MAIL THIS COUPON lor the detailed i 
vooklet, ““‘When Your Hospital Needs N 
enmtia your ita or 
call COLLECT. Wockville Centre ‘ 
60177. No cost or obligation, of I Stree, 


Cin 


LAwson 


FUND RAISING COUNSEL 


ASSOCIATES: 


ROCKVILLE CENTRE, N. Y. 
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Another 
HOSPITAL 


FUND-RAISING 
Success ! 


METHODIST HOSPITAL 
RAISED 


FOR EXPANSION 
‘AND DEVELOPMENT 


Here's what James M. Crews, 
Administrator of the Method- 
ist Hospital said of our ef- 
forts ... 


"A large share of the praise for 
a successful campaign should be 
directed to the leadership of 
your director and his associates 
... 1 would like to bring to 
your attention a remark that you 
made that the value in public 
relations created by such a cam- 
paign would have as much value 
to the institution as the money 
raised. | am more convinced 
now than ever of the accuracy 
of ‘your statement . . . Thanks 
again to you and all your staff 
for your friendship and co- 
operation.” 


For over 44 years, this firm 
has successfully engaged in 
raising funds for hospitals. We 
invite consultation without 
cost or obligation. 


WARD DRESHMAN & REINHARDT 


BUREAU OF HOSPITAL FINANCE 
30 ROCKEFELLER PLAZA @ WEW YORK 20, N.Y. 
TELEPHONE CIRCLE 6-1560 


CHARTER MEMBER OF THE AMERICAN 


[PRO RE NATA 


JOHN H. HAYES 


The Russians must be slipping. — 


They have not yet claimed that 
they discovered the Salk vaccine. 
(Note to editor: get this item in 
before they do.) 


Bert Whitehall wrote from Seat- 
tle to tell me that there is now a 
new antibiotic called “OMEOMY- 
SIN”, made especially for the 
treatment of ailments of hospital 
administrators. Sounds to me like 
the name of a French perfume. 


I still think the best specific for ~ 


such ailments is a green medicine 
called “CASH.” 


If time is money, as the saying 
goes, why cannot a doctor who 
gives 30 per cent of his time to 
charity work deduct 30 per cent 
of his income as a charitable con- 
tribution in his income tax report? 


x * 


Possibly because my advice on > 


dietary matters is considered of 
little value at home, I have always 
wanted to see what I could do in 
getting together a hospital master 
menu for a month. I was told to 
try it some time; that the hard 
working hospital dietitians needed 
a few good laughs. 
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There are some who believe that 
we have too many signs on walls 
and desks reading “THINK;” and 


we ought to change them for signs - 


which read “KNOW.” 


This sounds grammatically in- 
correct; but it is not: an important 
asset to a doctor is his patience. 


This note might acompany your 
letters to patients who are slow in 
paying their bills: 

“The only way our front door 
can ever be locked is by a lack of 
funds with which to carry on. By 


not paying your hospital bill, you 

are contributing to the provision 

of a lock to our front door. 
“Don’t be a locksmith.” 
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The sweetest words of tongue or 
pen 
Are uttered by a doctor when 
He says to someone in his bed, 
Who came to us when nearly 
dead, 
“You can go home tomorrow.” 


x * * 


I have found that very few 
nurses remember to slightly raise 
the lower end of the gatch spring 
when they raise the head end so 
that the patient can approach a 
sitting position. The result is 
either that the patient’s toes are 
cramped or his feet protrude 
through the bottom of the bed. 
This can mean a third crank in 
the bed. 

2 

I wish the fellow who invented 
odorless paints for hospital rooms 
would do something about garlic. 

@ 

I recently read of a doctor who, 
when a patient pays no attention 
to his bills, finally sends a bill for 
twice the amount owed. The 
patient promptly comes in to com- 
plain; and the doctor then settles 
for half the amount shown on his 
latest statement. 

I wonder how this would work 
out with hospital bills. 


A sure method of curing con- 
ceit in .a man is by taking his pic- 
ture in a hospital gown, framing 
it and sending it to him. 


x * 


I can remember the time when 
we bought food and beverages be- 
cause of the nutriment in them. 
Today drinks and food items are 
advertised as being good because 
they are low in calories; in other 
words, lacking in nourishment. 
We used to watch our: pocket- 
books. Now we watch our belt- 
line. 

In my work as a hospital con- 
siiltant I am always impressed by 
the willingness of trustees, admin- 
istrators and members of the medi- 
cal staff to hear what the others 
have to say. Maybe that is why 
hospitals get better all the time. 
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_ DRUM of 300 ibs. 


See for Yourself Why— 


Alconox outsells ALL other 
Hospital and Laboratory deter- 
gents. | 


@ OUTPERFORMS — Cleans 


Faster, Easier and more Efficiently. 


@ ELIMINATES tedious scrub- 
bing and loss of time. 


@ COMPLETELY SOLUBLE 
— Leaves no film or residue. 


ECONOMICAL — One 
tablespoonful costing only 2!/, 


_ cents will make a gallon of active 


solution. 


AVAILABLE IN 


BOX of 3 Ib 1.95 
CARTON of 12 boxes of 3 ibs 18.00 
45 

-40 


DRUM of 25 ibs 
DRUM of 50 Ibs. 
DRUM of 100 ibs 


‘ » > > & 


61-63 Cornelison Ave., Dept. H6, Jersey City | W. J. 
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I may have said this before. No 
- floors are more looked at than 
those in elevators. 


* 


If there are spots in your hos- 
pital where patients dread the 
change each day in one of the shifts 
of bedside workers, something is 
wrong. And if patients eat only a 
small portion of their meals, it is 
not always because they are not 
hungry. 

Pat Pending, our crackpot in- 
ventor, has come up with a new 
non-skid floor polish. It is a com- 
bination of one of the wax polishes, 
which do not need buffing, and 
sand. 


In some small hospitals, the ad- 
ministrator also serves at times as 
the nurse anesthetist. Administra- 
tors of larger hospitals often make 


speeches. 


A new word to describe the cur- 
rent language of jive and beebop 
enthusiasts: PSYCHOSEMANTIC. 


Do not overlook the fact that 
the teamwork which makes your 
hospital a good one can make it a 
better one if there is also team- 
work with all the other hospitals 
in the community. Bigness is not 
always the best measure of a hos- 
pital’s value to the people it serves. 


SNAKE HOLLOW HOSPITAL 
NOTES: Members of the commun- 
ity are asked to be extra careful 
on Wednesday and Thursday of 
next week, when our ambulance 
will be in the shop for overhauling. 

A small fire in the children’s 
ward playroom was quickly extin- 
guished. Parents are asked not to 
bring chemistry sets to their chil- 
dren while in the hospital. 

The town’s “Attic Cleaning 
Week,” for the benefit of the hos- 
pital thrift shop, resulted in our 
being able to completely outfit the 
cast for a performance of East 


Lynne by the student nurses. 


“take it fro 
one who knows what 
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can mean... 


Any nurse will say .. . ‘““Phonacall 
saves me hundreds of steps daily . . . 
serves my patients faster .. . and 
introduces added efficiency with a 
completely new plug in system’’. From 
bedside station to nurse’s control unit 
... Phonacall is entirely Faraday 
designed and manufactured for 
efficient, step saving operation and 
maintenance. All component parts are 
installed by simply plugging into wall 

sockets. 


Save nurse’s time .. . increase 
efficiency . . . serve patients better by 

installing a Faraday Phonacall system 
now! Write today for information. 


Unified responsibility 
—designed and 
manufactured by 
Faraday. 


FINGERTIP 


Inc. 


ADRIAN, MICHIGAN 
SPERTI FARADAY OF CANADA, LTO, MONTREAL, QUEBEC 
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Abbott Laboratories 


Adams & Westlake Company, The 


Air-Shields, Inc. 

Alconox, Inc. 

Allis-Chalmers Mfg. Company 
Aloe Company, A. S. 

American City Bureou 
American Cyanamid Company . 
American Hospital Supply Corp. 
American Optical Company 
Anchor Brush Company 
Angelica Uniform Company 
Armstrong Co., Inc., The Gordon 


Bard-Parker Company, Inc. 
Bauer & Black 

Baxter Laboratories 

Becton, Dickinson & 
Berbecker & Sons, Inc., Julius 
Blickman, Inc., S. 

Burrows Company, The 


Carnation Company 
Castle Company, Wilmot 
Celotex Corp., The 
Classified Advertising 
Colson Corporation, The 
Cutter Laboratories 


Davis & Geck, Inc. 

Debs Hospital Supplies 
Diack Controls 

Diversey Corporation, The 
Don & Company, Edward 


Ethicon, Inc. 
Everest & Jennings 


Fairchild Camera and Instrument Corp. 


Faultiess Rubber Company, The 
Flex-Straw Company 
Florida Citrus Commission 


General Electric Co., X-Ray Dept. 


General Foods 

Gennet? & Sons, Inc... 
Goodrich Co., The B. F. 
Gudebrod Bros., Silk Co., Inc 


Haney & Associates, Chas. A. 
Hard Mfg. Company 
Hausted Mfg. Company 
Horvard University Press 
Hill-Rom Company, Inc. 
Hillyard Chemical Company 
Hoffmann-LoRoche, Inc. 
Hollister Co., Franklin C. 
Hydraxtor Company, Div. of 


Zephyr Laundry Mach. Co. 
Johnson & Johnson 


Keleket X-Ray Corp. 
Klenzode Products, inc. 
Kohler Company 
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Lakeside Laboratories, Inc. 
Lawson Associates . 

Lederle Laboratories 

Lilly and Company, Eli 


Linde Ale Preduch Cs.Div, 
Union Carbide and Carbon Corporation . 


Ludman Corporation 


Macalaster Bicknell Parenteral Corp. 


MacGregor Instrument Company 
Magic Chef, Inc. 
Massengill Co., S. E. 

Maxwell House Coffee. 

Mead Johnson & Company 
Meinecke & Company, Inc. 


Memorial Hospital Association of Kentucky. 
Mills Hospital Supply Co. 


Mullins Manufacturing Corp. 
National Cylinder Gas Co. 
Parke, Davis & Company 


Pfizer Laboratories Div., of 


Chas. Pfizer ’Co., Inc. 


Physicians & Hospitals Supply Co., 


Physicians Record Company . 
Picker X-Ray Corporation 


Powers Regulator Company, The 


Presco Company, The... 


Reed & Carnrick 
Ross, Inc., Will. 


Revolite Division of 
Raybestos-Manhattan, Inc. 


St. Charles Mfg. Company 
Schering Corporation 
Shampaine Company 
Smith & Underwood 
Sperti-Foraday, Inc. 


Toledo Scale Company 
Troy Laundry Machinery Div., 


American Machine & Metals, Inc. . 


Union Carbide = Carbon eh Linde Air 


Products Co.., 


United States Bronze Inc. 


Van Range Company, The John. 


Vestal, Inc. 


Visi-Shelf File, Inc. 


Volirath Company, The 


Walker China Company... 


Ward, Dreshman & Reinhardt, | 
Weck & Company, Inc., Edward 
Whitmire Research Laboratories, Inc. 
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JUNE — 1955 
FOR SALE 


OB. Win. G Stevens, 
anteed $35.00 each F Wm. G. Stevens, 
820 No. Shore Dr., Miami Beach 41, Fila. 


ECONOMICAL U.S.P. ANTISEPTIC 
= gar save 50% or more using SANOX POW- 


. Sanox makes U.S.P. Dakin antiseptic and 


disinfectant used by Hospitals and Doctors for 

over 20 years. 2 oz. bottle $1.00 makes one gal- 
lon; 5 Ib. bottle $20. Order Direct from Sanox 
Co., 10, Ohio. 


CHAIR CANE SEATING MATERIAL. Bas- 

et Reeds. Guine Chair Cane. Woven Cane 
Webbing for Seats with Groove. Cane In- 
structions 35¢. Complete Seat Weaving 
Book—$1.15. Basketry Instructions—é65c. 
Basket Reeds. Bases. Kits. FOGARTY’S. 
Troy 18, New York. 


2—SCANLON-MORRIS, OHIO CHEMICAL 
CO. CAT. 2A3292, serial £8 “Opray’’ Multi- 
Beam, explosion proof, portable operating 
room lamps. Made for use in rooms where 


ceiling lamps cannot be installed because - 


of height or other conditions. Due to re- 
vision of original plans, these lamps were 
never put into use. Will sell at 50% of 
original cost, or $600.00 each. FOB Cleve- 
land, blue prints furnished on request. R. 
D. Rowland, P.A., Mt. Sinai Hospital of 
ene, 1800 East 105th St., Cleveland, 


New—Two CASTLE 258 EMER- 


GENCY POWER UNITS. Raymond Fleet- 


wood, Administrator, Jersey Community 
Hospital District, 508 West Pine St., Jer- 
seyville, Illinois. 


SERVICES 


THE ABBOTT REFERENCE REGISTRY 
Hobart, Indiana 


—a lifelong reference service to profes- 
and technical personnel. 


No charge for placement. Whether seek- 
ing employment now or not, establish a 
permanent professional file. Safeguard 
your reference—have a complete, up-to- 
available always. Write for 


POSITIONS OPEN 


OPERATING ROOM NURSES: Immediate 
appointments. 51l-bed newly enlarged and 
finely equipped ‘hospita en operating 
rooms now completed. Northeastern Ohio 
stable “All American City” of 120,000. In 
center of area of recreational, industrial 
and educational friendly activities. Living 
cost reasonable. Within pleasant driving- 
distance advantages of metropolitan Cleve- 
land and Columbus, Ohio, and Pittsburgh, 
Pennsylvania. Friendly and considerate 
working associates and conditions. Pro- 
advanced rsonnel licies. 
Starting salary , per mon with 
four merit Paid vacation, sick 
leave, recogn remium pay, sickness 
insurance yo talization program, re- 
tirement. Contact” ersonnel, 
Aultman Hospital, hio by letter 
or collect telephone 1.5678. 


HOSPITAL ADMINISTRATIVE SERVICES 
DIRECTOR—Salary: $9770 to $12,270 a 
year. Excellent opportunity at Philadel- 
phia General Hospital. College degree with 
major in business or public administration, 
supplemented by graduate work in hos- 
ital administration to level of M.A. Also 
our years experience in hospital admin- 
istration, including two years as assistant 
administrative director in large institution. 
Merit system benefits. Age for civil serv- 
ice exam: Personne! pplication Office, 
Room. 127, City Hall, Philadelphia 7, Penn., 
before July 5, 1955. 


PURCHASING AGENT—220 bed hospital; 
located large city, Pacific Northwest. Male. 
ed; age 30-45. Minimum 5 years hos- 
pital purchasing and storeroom 
College education preferred. Sta 
. Address F-92, HOSPITALS: 
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OUR S93 VEAR 


Wo ODWARD 


N.WABASH 
®ANN WOODWARD Dit ecto 


ADMINISTRATORS: (a) Medical; one of 
country's lead’g hosps, affil sev med schs; 
req’s one w demonstrated capacity to ad- 
min lge hosp; metropolis. (b) Personable 
adm, well qual in systems, to develop & 
estab health research centers in various 
cities; program sponsored by major na- 
tional companies; trave? of time; hdqtr 
Chgo. (c) Lay: Ist ass’t to med dir; impor 
lge hosp: med sch affil; req’s B.S. with 
good cost-acct'ng background; W-coast. 
(dy Supt; new TBc hosp of lige size soon 
to be completed; sal & prerequisites equal 
$13,000; warm, dry climate. (e) Med dir; 
responsible for educ, medical & social 
services, includ’g med records & research; 
state school, 5000 patients: exc med staff; 
$10,000; home, mtce; MW. (f) Lay; Span- 
ish speaking: 400 bed mental hosp; out- 
side S.; tropical climate, univ, seaport 
city, 200,000. (g) Medical; 400 bed. teach'g 
hosp; req's outstand’g man; about $20,000; 
S. th). Lay: ass't: 700 bed gen hosp: affil 
univ med sch: $11,000; oppty early ad- 
vancement; lovely, suburban twn; Central. 
(i) Medical; gen'l hosp, 400 beds: unit 
impor teach’'g med center; E. (j) Lay; 
400 bed teach’g hosp, w/exc research prog; 
to $20,000; lge city. (k) Lay admin to work 
under Med dir: gen hosp 700 beds; med 
sch affil: about $7000: prefer one w M.H.A.; 
MW. (1) Lay: admin mature; req’s 
one w/good educ background in hosp ad- 
min; gen hosp 400 beds: expansion prog; 
univ city 500,000. (m) Med or Lay; ass't; 
impor 500 bed teach’g hosp; univ — 
center: S. (n) Lay: vol gen hosp 300 b 
twn 25,000: one of America’s finest sens 
shore resorts: E. (o) Assistant to well 
qual adm, member, ACHA;: gen vol hosp 
300 beds: ettrac southern twn 50,000. (p) 
Med dir: rea’s one w/min 3 yrs exper as 
ass’t or supt of hosp, 200 beds or more; 
gen hesp, 250 beds: W-coast. (q) Asst 
Supt: gem hosp expand’g to 250 beds; res 
twn 50.000, Calif. (r) Lay: qual speak & 
write Spanish: 150 bed hosp expand’g to 
300 bds: warm climate: Central America. 
(s) Ass’t to well-qual woman adm, mem- 
ber ACHA: vol gen hosp 175 bds: consider 
man or woman, prefer grad of hosp pro- 
gram w/purchasing exp. $5000; delightful 
res twn nr lige city: univ med center: E. 
(t) Medical: vol. gen hosp 200 beds; lIge 
twn: New England. (u) Asst: vol gen 
hosp, 270 bds; fully apprv’d: $7200; city 
500,000:. univ med center. .(v) Lay; gen 
hosp 160 beds: exec facilities: desirable 
univ twn: MW. (w):Lay: 145 bed gen 
hosp soon to be completed; attrac south- 
ern coll twn. (x) Lay: mature man w/ex- 
per, pref ACHA: gen hosp 125 bds: SW. 
iv) Lay: one capable reorganizing entire 
service: vol crippled children’s hosp: 100 
beds; apprv'd JCAH; univ city 300.000: 
MW. (z) Lay: male or female: gen hosp 
60 bds: $400 mo plus full mtcs for woman: 
$6000 vr & meals, on duty for man; coll 
twn; SW. 


ADMINISTRATORS—WOMEN: (a) Lay or 
RN: sm gen hosp & clin now being org: 
univ med ctr: Mid E. (b) RN; 50 bd vol 
gen hosp: apprv'd JCAH: attrac twn 
lowa. (c) Lay or RN: 1 yr old Hill-Bur- 
ton hosp: 100 bds: SE. (d) Lay or RN: 
pref 2 vrs exp: new. 125 bd gen hosp: 
$7500: twn 10.000: MW. (e) Lay or RN: 
vol gen hosp 70 bds: Calif. (f) Lay or RN; 
100 bd child orth hosp: to $7500; ige univ 
city. 


ANESTHETISTS: (a) 85.bd gen hosp: new 
surg suite; Pac NW. {b) ol gen hosp 
100 bds: 2 anes in dept; min $509: twn 
20,000: SW. Lee gen hosp: fully an- 
prv'd; $500: city nr univ med ctr: Mid E. 
(d) 350 bd teach’g hosp; SE. (‘e) Gen 
hosp 175 bds: air cond surg & OB: attrac 
& prog twn 50,000: MW. (f) Gen hosp 150 
bds: oppty be chief anes; Cal. (g) 75 bd 


gen hosp; resort twn; Fila. Chief: smn 
new hosp, excel surg staff; to Ww. 


DIETITIANS: (a) Therapeutic; fully ap- 
rv'd 250 bd gen hosp; lovely coll twn; 
ocky Mtns. (b) 3 hosps, total 300 bds; 
to $450; Calif. ‘c) Therapeutic; chge of 
ther diet kitchen; some teach’g; 300 bd 
vol gen hosp; $350; attrac twn 50,000; MW. 
(ad) Chief: 30 in dept; bd gen hosp; 
Capital city; NW. (e). Chief; over 50 emp! 
in dept; apprv'’d 200 bd gen hosp; nr noted 
univ med ctr; E. 


DIRECTOR OF NURSES: (a) 350 bd 
teach'g hosp: to $7000; noted univ city; 
MW. (b) Nurs serv; psych exp; ige state 
sch: excel sal & pers pol; N. England. ic) 
Nurs serv: vol gen hosp 150 bds; to $6000; 
attrac twn 25,000; MW. (d) Nurs serv; 
150 bd hosp, expnd’g to. 225; lovely resort 
twn: Fla. (ce) Nurs serv & ed; one of 
finest teach'g hosps in MW; 400 bds; univ 
med ctr. (f) Nurs serv; 250 bd teach’g 
hosp; famous univ med ctr; E. (g) Nurs 
serv only; deg not nec; 150 bd hosp, — 
to 300 shortly; $4800: lovely twn; Mid E. 
(h) Nurs serv; 130 bd gen hosp; wd like 
to re-est nurs sch; $6000; city 75,000; SE. 


EXECUTIVE HOUSEKEEPERS: (a) Exec 
abil & stability of empl req'd; 250 bd gen 
hosp, ex a - to 400 shortly; univ med 
ctr; Mid ) New lge univ hosp open 
fall: male pref: resort & univ. city, 

Vol gen 100 bds; apprv’d JCAH: 
attrac twn 30,000; MW. (d) 150 bd gen 
hosp; lovely res suburb, univ med ctr; E. 
fe) Very ige univ hosp; univ city; Pac 
NW. 


FACULTY POSTS: (a) Ed dir; potential 
200 stud; lige teach'g hosp; to $6600; N. 
England. (b) Assoc prof, univ grad nurs 
rograms; to $6500; resort city; SE. (c) 

ience instr; 40 stud admitted pr yr; lge 
gen hosp; E. ‘(d) Nurs arts instr: coll affil 
sch; 175 bd gen hosp; to $4500; N.Y. State. 


SUPERVISORS: (a) OB; 65 bd unit; 500 
bd gen hosp; $4800; lovely city: E. (b) All 
cope: 250 bd hosp open Jan ‘56; coll twn: 

. (ec) OR; SO bd gen hosp; twn 15,000: 
Pac NW. (d) OR: 500 bd univ hosp: lovely 
city; So. (e) OR; 6 rm surg suite; active 
vol gen hosp 300 bds;: twn 50.- 


SEND FOR AN ANALYSIS 
FO SO WE MAY PREPARE AN IN- 
DIVIDUAL SURVEY FOR YOU. We offer 
you our best endeavors—our integrity— 
our 59 year record of effective placement 
achievement. STRICTLY CONFIDENTIAL. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Voluntary gen- 
eral hospital; 350 beds; home available; 
East. (b) Director, general hospital, 400 
beds affiliated university medical school: 
$10-$20,000 depending upon training, ex- 
perience, whether medical or non-medical. 
(c) Medical administrator; 900-bed gen- 
eral hospital; foreign city. (d) Medical 
or non-medical administrators to serve as 
consultants to ministers of health in two 
foreign countries; mininmoum four years’ 
administrative experience required. (ie) 
Small general hospital: college town; New 
England; ae retired medical of- 
ficer. (f) eneral hospital operated under 
American auspices in South America; 
knowledge of Spanish required. (g) Gen- 
eral hospital, 80 beds; college town, Pa- 
cific Northwest. (h) Assistant; experienced 
pital; ege town, East. H6-1 


ANESTHETISTS: (a) General hospital, 
100 beds: residential town, few miles from 
large city, medical center, Pacific North- 
west: $500. (b) Two; 350-t general hos- 
pital; interesting city, outside U.S.: cli- 
mate equable; maximum 89°, minimum 
54°. (c) New hospital, 225 beds. general: 
residential subu . large city. medical 
center, Midwest; $6000-§7000. ‘d) Chief 
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cLassMDVERTISING 


MEDICAL BUREAU—(Cont'd) 


and staff; new general hospital will open 
with 275 beds, gradually increasing 
00; South. H6-2 


COLLEGE NURSE, SOCIAL DIRECTOR: 
College nurse; women’s liberal] arts 
Cit Social and health director; 450- 
‘aaa hospital; educational center, 
Midwest. H6-3 


DIETITIANS: (a) Chief, voluntary gen- 
eral hospital, 400 beds; new dieta de- 

ent, well staffed: $5000: California. 
(b) Chief: general hos ital, 250-beds; 
town 75,000 near university center, Mid- 
west; $5000-$7000. (c) Three assistant die- 
titians; one should be qualified to serve 
as therapeutic dietitian; new 300-bed gen- 
eral hospital; California. H6-4 


DIRECTORS OF NURSING: (a) Director 
of nursing service and nurs ing education; 
voluntary general hospital, beds; met- 
ropolitan area, East. (b) Assistant ad- 
ministrator and director of nursing serv- 
ice and school; voluntary general hospital 
400 beds; interesting city outside U. S., de- 
lightfully equable climate; maximum 89°, 

nimum 54°; $8000-$10,000 including quar- 
ters. (c) Dean, college of nursing to be 
established at university in connection 
with its new college of medicine; pre- 
ferably one experienced in establishing 
new programs with distinct interest in 
new approaches to nursing education. (d) 
Director of nursing service and schoo! 
and, also, assistant director; 275-bed hos- 
ital, collegiate school; college town, 
orthwest. (e) Nursing service; new 7'>2 
million dollar hospital, unit, university 
group: West. (f) Associate director, nurs- 
~~ service; new 350-bed teaching h ital 
to be ae in July; university medical 
center, th. H6-5 


EXECUTIVE HOUSEKEEPER: General 
450-bed hospital, unit, university group: 
es city, medical center, East; substan- 
tial salary including maintenance. H6-6 


EXECUTIVE PERSONNEL: (a) Comptrol- 
ler; supervisory experience in hospital ac- 
counting required; voluntary general hos- 
ital, 700 beds; East. (b) F supervisor: 

-bed general hospital; 000; idwest. 
(c) Personnel director: rge hospital; 
small town near three medical centers, 
Midwest. H6-7 


FACULTY POSTS: (a) Assistant profes- 
sors in surgery, obstetrics, medicine, psy- 
chiatry, associate pecans. graduate nurse 
program, assistant professor and rural hos- 
pita coordinator. ee. school; 7000 
students facul 4 members; campus 
consists of 397 beautifully landscaped acres. 
(b) Chairman, university nursing educa- 
tion department; well qualified faculty; 
up to . (¢) Pediatric, maternity, op- 
erating room and nursing arts instructors: 
beautiful modern hospital; general, 400 
beds; 170 students, mostly Orientals: at- 
tractive city outside U.S. {d) Instructor- 
administrator; 70-bed obstetrical hospital. 
unit, university group; duties: directing 
hospital, teaching obstetrics; university 
city, Pacific Coast. (e) Science instructor; 
new 350-bed hospital affiliated famed clin- 
ic; East. (f) Clinical instructor, medical 
jalties; collegiate school; California. 


RECORD LIBRARIANS: (a) Chief; volun- 


. tary general hospital, 500 beds; new and 


ample quarters: residential! town, near New 
York ty; - . (b) Chief; volun- 
tar ogres hospital; 350-beds; Florida; 
(c) Chief; -bed general hospital: 
should be qualified to supervise staff of 
oven: university town, Pacific Northwest. 


SUPERVISORS: (a) Operating room: air 
conditioned department; 300 operations 
monthly; children's h ital; outstanding 
staff; medical center; minimum $5000. (b) 
Obstetrical; small unit; 300-bed hospital: 
near San Francisco. (c) Central service; 
new department, 250-bed os hospital: 
university town, East. (d) Night super- 
visor qualified to serve as assistant di- 
rector, nursing service; new 300-bed hos- 


$7200. 
e) Operating room, obstetrical and 
pediatric; beautiful modern hospital: ex- 
pansion program recently completed; re- 
sort city, Florida. (f) Operating room; 375- 
bed general hospital; town, 000, near 
New York City short distances, 2 universi- 
ties; $400, maintenance. H6-10 
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SHAY MEDICAL AGENCY 

55 East Washington Street 
Chicago 2, Ill. | 

Blanche L. Shay, Director 


ADMINISTRATORS: (a) South. Large 
hospital in important medical center. - 
ministrative experience in 300-400 bed hos- 
ital preferred. $10,000 up. (b) East. 225 
bed hospital. Degree in hospital adm. plus 
experience. living quar- 

(c) Middle est ew 50 bed hos- 
pital in small town close to several large 
cities. Degree (d) South 


Spanish. (e) Man or Woman. 300 
bed hospital. Broad experience in hospital 
administration. Degree not required. (f) 
East. 70 bed hospital, fully approved. To 
replace man retiring after 25 years. Re- 
quire 5 years hospital experience with at 
least 1 year as assistant administrator. (zg) 
Middie West. 80 bed hospital in city of 
in all respects inimum to start 


(a) Head. West. 4C0 bed 
hospital. A modern kitchen and cafeteria 
have recently been completed: newest fa- 
cilities for dietary services: 8 dietitians 
in department. $400 minimum. (b) Teach- 
ing Dietitian. East. Degree in Home Eco- 
nomics. 450 bed hospital. Average en- 
roliment nursing school 120. $350... (c) 
Therapeutic. Middle West. 200 bed hospital. 
Complete charge of therapeutic diet kit- 
chen, 5 employees. $375. (d) Head. Middle 
West. Beautiful new 125 bed hospital, 
Centralized food service 

eai-Pak containers. Located in pro- 
gressive community of about 40,000. Both 
community and hospital are growing and 
they feel this is a fine opportunity to join 
their team. (e) Therapeutic. East. 225 bed 
general hospital. To act as first assistant 
to Head dietitian and have complete super- 
vision of diet therapy. Fine opportunity. 
(f) Head. Pacific Northwest. 75 bed hos- 
pital, in very prosperous and growing 
community. 10 employees in department. 
$375 plus maintenance. 


HOUSEKEEPERS: (a) Ezest. 
bed hospital with a record of more 
- sl a century of community service. 48 
employees in department at present but 
plan on increasing as required. Plan all 
work and set up continuous training pro- 
gram for housekeeping department. 
(b) South. 500 bed hospital. In addition 
to main building there are 3 dormitories 
for nurses. 4 assistant housekeepers, plus 
well trained staff. (c) East. 200 bed hos- 
pital located in community of 20,000. $4200. 
(d) Middle West. 100 bed hospital in large 
city. Good organizational ability required. 
$4700. (e) Pacific Northwest. 200 bed gen- 
eral hospital in city of 50,000. 25 employees 
in department. 


MARY A. JOHNSON ASSOCIATES 
| AGENCY 
it West 42 Street New York 36, N.Y. 
Mary A. Johnson, Ph.D., Director 
FINE SCREENING BRINGS BEST RESULTS 


Our careful study of positions and appli- 
cants produces maximum efficiency in se- 
lection Candidates know that their 
credentials are carefully evaluated to in- 
dividual situations. and onlv those who 
qualify are recommended. Our proven 
method shields both employer and appli- 
cant from neediess interviews e do not 
advertise specific available positions. Since 
it is our policy to make every effort to 
select the best candidate for the position 
and the best job for the candidates. we 
refer to keep our listings strictly con- 
dential 

We do have many interesting openings 
for Administrators. Physicians. Anesthe- 
tists. Directors of Nurses. Dietitians. Medti- 
cal Technicians. Therapists and o 
supervisory personnel 


No registration fee 


ZINSER PERSONNEL SERVICE 
79 W. Monroe Street 
Chicago 3. Minois 


UPERINTEND- 
INSTRUCTORS—We can help 
you secure positions. 


REGISTERED STAFF NURSES: 
appointments. 5ll-bed newl enlarged and 
finely equipped general 

assignments in medical, surgical, a- 
trics, chiatric, obstetrics, or con on 
units. Northeastern Ohio stable “All Amer- 
ican City” of 120,000. In center of area of 
recreational, industrial, and educational 
friendly activities. Living costs reasonable. 
pad pleasant dri -distance advan- 


cooperative work i- 


vania. "Friendly 
essively 


tions and conditions. “ge 
ced 


$240.00 per month 
creases. Paid vacation, sick leave, recog- 
nized holidays, premium pay, sickness 
insurance and hospitalization pro , Tre- 
tirement. Contact Director nnel, 
Aultman Canton, Ohio oy letter 
or collect Telephone 4-5673. 


OBSTETRIC ADMINISTRATIVE SUPER- . 


VISOR for a unit of 66 maternity beds, in 
a separate building. — sponsored 
hospital. Responsible for supervision of 
unit and teaching program in Obstetrics. 
Oregon registration, academic degree and 
successful experience in obstetrics re- 
quired. Salary commensurate with prepara- 
tion and experience. Personnel licies 
same as recommended by O.S.N.A. Elective 
housing available in modern, attractive 
graduate residence, meals served at cost 
in cafeteria. Appl Director of Nursing, 
Good Samaritan Hospital, Portland, Ore- 
gon. 


FOOD SERVICE ADMINISTRATOR: Am- 
bitious, intelligent, rsonable man heavy 
on food service and cost control. Must be 
graduate of accredited college with major 
in Business Administration, Institutional 
Management or allied courses. — 
N.Y.C. location. Moderate traveling. S 

ing salary $7 aerkate. expenses. Address 
Box G-1ll, HOSP 


HOSPITAL FOOD ADMINISTRATOR — 
male with college training in food adminis- 
tration—to manage Dietary er in 
large and modern General ospital 

southeast. Prefer previous experience in 
institutional food management. Salary 
open. Address Box G-8, HOSPITALS. 


oO rtunity for oung REG- 
ISTERED RECORD LIBRA with 3 to 
5 years experience as chief record li- 
brarian in medium to large hospital to be 
chief at 870 bed midwestern teachi hos- 
pital. Opportunity to learn punch-card 
methods and microfilming routines. Salary _ 
open. Please furnish erences on reply. 
Address Box F-99, HOSPITALS. 


2 NURSE ANESTHETISTS fill 

—— will be created very shortly. Good 

sala good Apply 
n 


Chi esia 
cer Hospital, Trenton, N. 


DIETITIAN: Full charge ADA for 135 bed 
hospital ospita, Apply the Wo- 
man's H 1940 East 10lst Street, 
Cleveland 


INTERSTATE 
MEDICAL PERSONNEL BUREAU 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ASSISTANT ADMINISTRATOR: 200 bed 
hospital, west coast. (b) Business Man- 
ager; 250 bed hospital, New York State. 
(c) Purchasing Agent: 400 bed hospital, 
east. Salary open. 
300 bed hospital, east. 
b) 375 bed hospital, southern medical 
center. To $15,000. (c) 35 bed new hospital, 


DIRECTOR OF NURSING: 300 bed new 
hospitals, southeast. (b) 225 bed hospital, 
mid-west. (c) 175 bed hospital, Ohio. (d) 
250 bed hospital, Texas. 

RECORD LIBRARIANS: East, mid-west. 
south. (b) Chief Dietitian. To $7,000. 
Outstanding experience. (c) Chief Phar- 
macist; east, 400 bed hospital. (d) Phar- 
macist; 200 bed hospital, New York State. 
(e) Chief X-ray Technician. 500 bed Ohio 
hospital. 

EXECUTIVE HOUSEKEEPER: 400 bed 
hospital, suburb New York. (b) 275 bed 
hospital, western Pennsylvania. (c) 300 
bed new hospital, South. (d) 175 bed hos- 
pital, Michigan. (e) Texas. Attractive Offer. 


HOSPITALS 


| 


ASSISTANT DIRECTOR—NURSING 
SERVICE—362 bed general hospital, with 
150-student School of Nursing, and ex- 
pansion program eee. needs As- 
sistant irector-Nursing Service. Duties 
will include selection, orientation and as- 
signment of nursing personnei. Applicants 
should be in excellent health, between 
og ages of 35-45 and of Protes- 

t faith. B.S. in Nursing and minimum 
My ‘nae "years as Supervisor or Head 
Nurse. Liberal salary range and employee 
benefits. Excellent working conditions in 
one of Midwest's foremost institutions. 
centrally located in city and convenient 
to outstanding residential & oo fa- 
cilities. Contact. S. W. Martin, Personnel 
Director, MILWAUKEE HOSPITAL, 2200 
a. Kilbourn Ave., Milwaukee 3, Wis- 
consin. 


to 
Appl Director of the School of 
¢ Cooper Hospital, Camden, New 


CAL INSTRUCTORS—362 bed gen- 


CLINI 
eral hospital, with 150-student School of 
Nursing, and expansion program in prog- 
ress, needs four Clinical Instructors. Open- 
ings in Medical Nursing and Surgical, in- 
cluding EENT and Orthopedics. 5. in 
Nursing Education, post-graduate work 
in related subjects and teaching 
experience preferred. consider As- 
sistant Clinical Instructors. Starting salary 
ranges from $300-$375. de upon 
qualifications. Liberal emplo enefits 
and excellent working condiliane in one 
Midwest's foremost institutions, cen- 
trally located in city and convenient to 
outstanding residential and a fa- 
cilities. Contact S. W. Martin ersonnel 
Director, MILWAUKEE HOSPITAL, 2200 
pew Kilbourn Ave., Milwaukee 3, Wis- 
consin. 


ADMINISTRATOR—For 81 bed general 
acute community hospital. Seven member, 
non-political, Board of Trustees. In op- 
eration fifteen months. Located fifty miles 
southwest of Louisville, seventeen miles 
south of Fort Knox. Service area of ap- 
St 75,000. Apply J. Ray Jenkins; 

resident, Board of Trustees, Hardin Me- 
morial Hospital, Elizabethtown, Kentucky. 


EDUCATIONAL DIRECTOR for 3 year 
dinioma school fully accredited; fine facili- 
ties and modern equipment. 400 bed vol- 
untary hospital: excellent personnel pol- 
icies, nsion plan. Salary open. Address 
Box G-9, HOSPITALS. 


MEDICAL RECORD LIBRARIAN, 191 bed 


general acute hospital in Baltimore, to 
head department. Prefer registered person 
but will consider equivalent qualifications. 
ey commensurate with experience and 
qualifications. Contact Robert Hoyt, Ad- 
ministrator, Lutheran Hospital, Baltimore 
16, Maryland. 


FOOD SERVICE ADMINISTRATION 
TRAINEE: Two year training period. Re- 
cent graduate of Cornell, Michigan State, 
Denver or Penn State. comme, ambitious. 
personable man interested in hospital food 
service. Minimum of traveling involved 
at outset. Starting salary $3900-$5200, de- 


College of St. Scholastica, Department of — 


Nursing, Duluth, Minnesota (in coopera- 
tion with St. Mary’s Hospital, Duluth). 
Degree and diploma programs offered. Va 
cancies as of September, 1955: CLINICAL 
INSTRUCTOR, MEDICAL AND SURGI- 
CAL NURSING: CLINICAL INSTRUCTOR, 
NURSING OF CHILDREN. Preparation 
required: Baccalaureate or advanced de- 

ee with preparation in teaching. Direct 

nquiry to: Sister Rita Marie, O.S.B., Di- 
rector, Department of Nursing, Our Lady 
of Victory Hall, 324 North 4th Avenue Fast. 
Duluth, Minnesota. Salary open. 


SUPERINTENDENT wanted for 26 bed 
hospital newly completed in 1951 at cost 
of $275,000.00. Fully equipped for general 
surgery and maternity cases, with lab- 
orato and X-ray facilities. Prefer some- 
one with enestnetins ability. For all details 
contact: Fred Crawford, President. Ren- 
ville Bottineau primes Hospital, Mo- 
hall. North Dakota 


INSTRUCTORS: 1 Medical Clinical In- 
structor and 1 Assistant Nursing Arts In- 
structor, for 502 bed hospital in Phila- 
delphia area. Salary based on qualifica- 
tions of Automatic salary in- 
creases. our week, 28 days vacation, 
14 days sick leave. Blue Cross Plan avail- 
able. Lenmar duties only. Opportunity 

itional University courses. 


Jersey. 
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Hospital for men, pe By POSITIONS WA NTED 


Duties involve therapeutic diet planning, 

patient contact, assist in general super- 

vising and some tra By ng. Apply the 
101 


ADMINISTRATOR — Male — 42 — Excellent 


Woman's eo 940 East Street, 
Cleveland 6 business and public relations backgr ’ 
Available 
armacology ). vailable 
HOSPITAL PERSONNEL BUREAU dress Box G-i2, HOSPITALS. 
Charles J. Cotter, Director 
a P CHEF wants tion -in hospital or in- 
Knickerbocker Bldg. 218 E. Lexinton St. stitution. Has ee ears experience in lar 


quantit 10 years in hospita 
Baltimore 2, Maryland 500 to tooo beds. Family man; will locate 
Nation-wide service for Physi- anywhere. Box G-2, HOSPITALS. 


cians, Administrators, Anesthetists, Dieti- 
tians, Pharmacists, Nurses, Technicians, ADMINISTRATOR — Male—48—Ten 


years 
Housekeepers, Comptroll Acco Hospital Trouble Shooting. Well informed 
on all Hospital Departments. Finish 


Secretaries, etc., ail resume, 
2 years rebuilding large, disorganiz 


No Registration Fee. -bed hospital into Accredited Hospital 
Licensed Employment Agency. Accredited month first time in history 
(Formerly Hagerstown, Maryland) of hospital. Best references. Prefer N 


OPPORTUNITIES ARE WAITING 


IN AMERICA’S MOST 
TALKED-ABOUT HOSPITALS 


NURSES 


_ Excitement has been running high since it became known 
that 10 new hospitals were being built in the coal fields. 
These hospitals ARE different—in structure, in design— 
and most important, in organization. Everybody in the 
Memorial Hospitals is part of a new, dynamic medical care 
team. Opportunities of major significance are waiting for 
nurses who become part of that team. Monthly salaries for 
team leaders begin at $405 for a forty-hour week. Shift 
differentials, salary increases and a no-expense retirement 
plan are just some of the benefits provided. 


OPENING LATE FALL-1955 


Write for information to: 


\ 
Memorial 
\7 a H 
Hospital 
/ 
Association of Ky. 
I 1427 Eye St., N.W., Washington 5, D.C. 
163 


rt of oon Available in - 
90 days. HOSPITALS. 


ENGINEER—Chief: Graduate Mechanical: 
qualified to supervise engineering depart- 
ment—operation—maintenance—new con- 
struction—modernization. Special talents 
handling mechanics all crafts. Address 
Box G-4. HOSPITALS. 


Young man, college graduate, with 5 years 
h ital experience as BUSINESS MAN- 
AGER AN ACCOUNTANT is desirous 
of relocating in a similar capacity or pref- 
erably as an Assistant Administrator, in 
the eastern half of the country. Address 
Box G-7, HOSPITA 


VYLA® 


Wo ODWARD 


CHICAGO | 


S®ANN WOODWARD Director 


ADMINISTRATOR: B.A.; M.S. hosp adm: 
2 yrs adm residency: univ ee 5 a 
adm, 120 bd gen hosp: Member, 


ADMINISTRATOR — M.D. 
Minn; 7 yrs’ teach'g medicine; 6 yrs, Med 
Dir univ hosp; immed avail. 
ADMINISTRATOR: Woman RN; late 30's: 
nominee; ACHA: BS, nurs ed: lacks 4 cred 
for MHA, noted MW univ: 6 yrs, staff & 
super nurs exp; 4'2 yrs, admin 60 bd orth 
hosp; seeks admin or asst; W Coast & MW. 
ADMINISTRATOR — ASSISTANT: 27; 
B.Ss Account’g (Tulsa U); MHA; Chgo; 
yr's adm res, 400 bed hosp. 
ANESTHESIOLOGIST: 33; MD. Harvard; 
trn’'d univ hosps; ass't Prof, 
anes & anes, import grp clinic; seeks hosp 


gp on fee basis; Midwest; East; 
ut — ding man. 


ANESTINETIOT: ‘Male; RNA; late 30's; anes 
trng, Univ of Penna hosp; 1 yr anes exp 
anes course; fam all anes agents; 
excel refs; East coast only. 


COMPTROLLER: 31: 3 yrs, Comptroller, 
300 bd gen hosp; Member, NHAA, immed 
available. 


DERMATOLOGIST: 31; MS; D&S; Dipl; 


D&S, with Board derw; seeks 
pref w/parttime teach’g; SE; S 


DIRECTOR OF NURSES: Woman; late 
30's: BS, nursing ed, Boston U; 6 yrs, su- 
pervisory nurs, 150 bd gen hosp; 4 yrs, 
nurs arts instr & ed dir, 150 bd Boston 
hosp; 142 yrs, dir of nurs, 200 bd hosp, 
So: seeks posi in chge of nurs serv & ed; 
NE & MW. : 


EXECUTIVE HOUSEKEEPER: early 50's; 


woman; 4 yrs, hotel hskpr; 2 yrs, asst 
hskpr, 200 bd hesp: 2 yrs, exec hskpr_ 100 
bd gen hosp; 5 yrs, exec hskpr, lige univ 
hosp; So; pref hosp around bds; So. 


MEDICAL RECORD LIBRARIAN: iate 
40's; reg’d: BA degree; 10 yrs med rec 
exp; incl 3 as chief; highly rec by refs; 
seeks appt as chief, fairly lge hosp; Caro- 
linas, Ga, & Fla pref; others in SE cons. 


MEDICAL SECRETARY: 33; sin as busi- 
ness ed; 12 yrs exp, med sec’y, D's ofc, 
Cal; outstand’g refs; seeks similar posi, 
priv ofc, clin or hosp; Cal & SW 


OPERATING ROOM late 
30's: some coll trng; rs staff & head 
nurs exp: 10 yrs exp, R super, incl 5 
yrs in 1 hosp: MW SE only. 


PATHOLOGIST: Early 30's; trn’d Cook 
County; Dipl, both branches; 4 yrs suc- 


BETTER 


REVOLUTIONARY NEW 


KLEER-MOR 


WITH CHELATING AGENTS 


Only the new Kleer-Mor with chelating 
agents added has these sensational deter- 


gent properties: 


® Dust-free, non-irritating, non-caking 


® Makes all water soft as rain 


® Stepped-up concentration for 


greater cleaning power 


® Pientiful long lasting suds 


Super-powered for hand cleaning of pots, 


pans, glasses, dishes 


Other Important Institutional Uses 


room service, silverwore, fixtures, re- 


woodwor k, tile, 


yt 


ood Throughout America 


CONSIN- 


cessful pract as assoc & path. 2 very 
large hosps. 


PATHOLOGIST — ASSISTANT: 31; Cat 
IV; MD, Long Island: trn'd impor clinical 
research center; past 3 years, path, recog- 

clinical lab; seeks assistantship; 
pref teach’g hosp. 


PURCHASING DIRECTOR: BA; past 6 yrs, 
———s agent, inventory control, 200 

h fine man in late 20's; widower; 
seeks bed hosp. 


RADIOLOGIST; trn'd tch’g hosp; 18 mo 

post-grad work, rad; Dipl th branches; 

12 yrs successful priv pract, rad includ’g 

7 yrs dir dept rad 125 bed hosp; prefers 

= climate; licensed, Fila, Calif: early 


WHEN IN NEED OF MEDICAL OR NURS- 
ING PERSONNEL QUALIFIED TO HEAD 
DEPARTMENTS OR FOR ANCILLARY 
STAFF APPOINTMENTS PLEASE WRITE 
US FOR RECOMMENDATIONS. We offer 
you our best endeavors—our integrity— 
our 59 year record of effective placement 
achievement. STRICTLY CONFIDENTIAL. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago 11, Illinois 


ADMINISTRATOR: Medical; three years, 
assistant director and six years, director, 
large teaching hospital; teaching experi- 
ence (Hospital Administration); FACHA. 


ADMINISTRATOR: Master's (Business 
Administration); five years, associate di- 
rector, university hospital, 800-beds; seven 
400-bed teaching hospital: 


ADMINISTRATOR: Professional Nurse: 
Master's degree (Hospital Administration) : 
six years, administrator, 65-bed hospital. 


ASSISTANT ADMINISTRATOR:. M-P.H. 
(Hospital Administration); now complet- 

ing administrative residency, teaching hos- 
ital; references unite in recommending 
im a young man of unusual caliber. 


1948, associate anesthesiologist, 900- 

teaching hospital: recommended as par- 
ticularly well qualified to head department. 


PATHOLOGIST: Diplomate; FACP; eight 
years, director of pathology, 350-bed gen- 
eral hospital. 


RADIOLOGIST: Residency training, uni- 
versity hospital; three years, associate 
radiologist, large teaching hospital; in- 
structor in radiology, medical school; Dip--: 
lomate, American Board. 


PHYSIATRIST: Three-year fellowship. 
teaching center; two years, charge de- 
partment, army hospital: Diplomate, Phys- 
ical Medicine and. Rehabilitation. 


INTERSTATE MEDICAL PERSONNEL 
BUREAU 
333 Bulkley Building, Cleveland, O. 
Miss Elsie Dey, Director 


ADMINISTRATOR: Age: 33 years. Gradu- 
ate School of Commerce. CS. Degree. 
Banking and public accounting experience. 
5 years Comptroller, Pennsylvania 
hospital. Available. 


ASSISTANT ADMINISTRATOR: B5S.., and 
Degrees. 4 years Medical Officer, 

S. Air Force. 1 year Administrative As- 
Any location. 


BUSINESS Prefers larger 
hospital. M.S.. M.H.A. Degrees. 10 years 
experience. 


R. N. ADMINISTRATOR: Outstanding 
nurse executive;:. charming personality 
good financier; ae with building 
programs. Available July 


EXECUTIVE HOUSEKEEPER: 4 years 
hotel housekeeper, New Jersey. 3. years 
Housekeeper, .1 bed Pennsylvania hos- 
pital. Age 42 


HOSPITALS 


riv pract, 
p appoint, 
. 
| 
i 
. 
; 
Dining 
|[ENZADE frigerctors, storage bins, 
windows, wells and ceilings. e ee 
menucl, "‘Medern Senitaetion Practices'’. 
ADE PRODUCT 


hes getting 


new Tra i al @X solution 


Travert 10% with therapeutic formula vitamins in water 


products of 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois + Cleveland, Mississippi 


“NEW TRINIDEX SOLUTION, TRAVERT 10% (INVERT SUGAR) 7 
reese’ provides more than 10 times 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


PRODUCTS DIVISION GENERAL OFFICES EVANSTON, ItLLInOtsS 


— 
al 
therapeutic dosage of 
B VITAMINS* 
q 


PROTEUS 


recent 


studies 
report... 


greater antibacterial efficacy 


STAPHYLOCOCCUS 


PSEUDOMONAS AERUGINOSA 


Resistant microorganisms frequently cause poor, delayed, or no 
response to antibiotic therapy. Because in vitro sensitivity tests 
are valuable guides for use of the antibiotic most likely to pro- 
duce optimal clinical response, it is important that they be 
employed whenever possible.'! Recent studies suggest that 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) is more 


- effective against more. strains of microorganisms than other 


commonly used 


CHLOROMYCETIN is a potent therapeutic agent and, because certain 
blood dyscrasias have been associated with its administration, it should not 
be used indiscriminately or for minor infections. Furthermore, as with cer- 
tain other drugs, adequate blood studies should be made when the pation 
requires —_— or intermittent therapy. 


1. Altemeier, W. A., et al.: J.A.M.A. 157:305, 1955. 
2. Kutscher, A. H., et al.: Antibiotics & Chemother. 4:1023, 1954. 
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